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As the older adult population in the United States begins to grow, the increasing 
need for psychologists specializing in geropsychology may put strains on the 
mental health care system.  The current study examines contact with older adults, 
universal diverse orientation, empathy, and multicultural competence as 
predictors of attitudes toward older adults and in interest in working with this 
population in a national sample of graduate students in counseling (N = 266).  A 
modified version of the proposed model, which added a correlated residual 
between empathic concern and personal distress, showed acceptable fit to the data 
(χ2(139) = 244.19, p < .001, TLI = .91, CFI = .94, RMSEA = .05).  Results suggest 
that contact with older adults was a strong predictor of attitudes about older adults 
and interest in working with this population, while exploratory paths for UDO, 
empathy, and multicultural competence were non-significant.  Results suggest the 
need for graduate programs to increase contact experiences available for students 





The older adult population in the United States will grow rapidly as the 
baby boomer generation reaches older adulthood.  By the year 2020, 
approximately 80 million people from the baby boomer cohort, which is made up 
of individuals who were born between the years 1946 and 1964 (U.S. Census 
Bureau, 2006), are projected to have turned 65 years of age (Knickman & Snell, 
2002; Koenig, George, & Schneider, 1994).  This will mark a large shift in the 
overall demographics of the U.S. and other countries around the world.  Given 
this upcoming surge in the proportion of older adults in the population, 
investment in healthy aging, including both physical (Koplan & Fleming, 2000; 
Knickman & Snell, 2002) and psychological well-being (Danner, Snowdon, & 
Friesen, 2001; Hartman-Stein & Potkanowicz, 2003), will become key economic 
concerns (Wolinsky, Callahan, Fitzgerald, & Johnson, 1991). Healthier aging will 
allow for larger numbers of older adults to remain in the community and avoid 
entering into residential treatment facilities prematurely (Arno, Levine, & 
Memmott, 1999; Wolinsky, Callahan, Fitzgerald, & Johnson, 1991). 
The field of mental health may be under-prepared for the projected 
increases in the number of older adults living in the community who will be in 
need of psychological services (Halpain, Harris, McClure, Jeste et al., 1999; 
Qualls, Segal, Norman, Nederehe, & Gallagher-Thompson, 2002).  Additionally, 
because research suggests that the stigma around mental health issues has started 
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to decline in younger cohorts of older adults, a larger number of elders may seek 
out psychological services in the coming years (Currin, Hayslip, Schneider, & 
Kooken, 1998).  Some researchers have predicted that the upcoming demographic 
shift could potentially become a “crisis” in which the current number of mental 
health care providers may not be able to meet the increased needs of the older 
adult age group (Jeste et al., 1999). 
Despite the large number of professional psychologists practicing in the 
United States, very few devote half or more of their clinical hours towards 
working with older adult clients (Halpain et al., 1999).  Additionally, those 
professionals in the field who are already working with older adults have limited 
access to continuing education opportunities on topics related to aging and report 
that their training in issues related to working with elders has come mainly from 
either informal work or personal experiences (Norman, Ishler, Ashcraft, & 
Patterson, 2001; Qualls et al., 2002). According to Lichtenberg and Rosenthal 
(1994), fewer than half of practitioners working with older adult clients in 
inpatient rehabilitation settings reported having any courses in aging during their 
graduate training, while only a little more than half of the participants had 
received professional supervision of therapy sessions with older adult clients. 
Graduate programs in applied psychology continue to under-prepare those 
entering the field for working with older adults.  Qualls et al. (2002) reports that 
most graduate programs in clinical and counseling psychology lack the level of 
training and preparation in areas related to aging that may be needed to prepare 
students to competently work with older adult populations.  According to Qualls 
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et al., the majority of graduate programs in psychology offer limited practica 
opportunities in the field of gerontology, as well as insufficient coursework in 
topics related to aging.  Of those doctoral programs in psychology that are 
accredited by the American Psychological Association (APA), only about 50% 
report that they offer a specific course in aging-related issues, while about 8% 
state that students have the option to take a specialty track in geropsychology 
(Everhart, Blieszner, & Edwards, 1996).  Additionally, few internship 
opportunities are available in geropsychology (Norman, Ishler, Ashcraft, & 
Patterson, 2001).  Thus, it is likely that a large percentage of graduating students 
in the field of mental health will not have been adequately trained to work with 
senior populations upon receiving their degrees.  It remains unclear whether or 
not the limited amount of training in issues related to aging stems from lack of 
interest from either students or faculty, or from other underlying factors (Qualls et 
al., 2002).  Either way, graduate programs will have to address increasing training 
in issues related to older adults’ mental health in order to prepare a sufficient 
number of clinicians to work with older adults in the coming years (Jeste et al., 
1999). 
According to the APA (2004) ethical guidelines for work with older adult 
clients, psychologists should only provide therapy to older adults when they have 
an appropriate level of experience and training with this age group.  In addition, 
psychologists should be aware of the ways in which their attitudes about aging 
and the aging process may influence their work with older adult clients.  The APA 
also encourages psychologists to consult with their colleagues about their attitudes 
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toward aging, as well as to obtain further education for working with older adults.  
Additionally, the APA calls for psychologists to have an appropriate knowledge 
base in theory and research on aging, obtain an understanding of both social and 
psychological influences on aging, as well as gain awareness in issues related to 
diversity in the older adult population (e.g., the intersection of gender, ethnicity, 
and aging).  Given that many psychologists have not received adequate training in 
their graduate programs for work with older adults, many professionals in the 
field should likely receive additional education, or possibly supervision, in their 
clinical work to provide competent mental health services to older adult clients 
(Qualls et al., 2002). 
Attitudes toward aging held by trainees and faculty in the field of mental 
health may be one of the issues underlying the ways that aging has been 
historically ignored in graduate training (Halpain et al., 1999).  Multiple studies 
have demonstrated that ageist attitudes persist in U.S. culture (e.g., Palmore, 
2004; Perdue & Gurtman, 1990; Sharps, Price-Sharps, & Hanson, 1998).  
Younger adults report having more unfavorable attitudes toward older adults in 
comparison to middle adult or younger age groups (Kite & Johnson, 1988; Kite, 
Stockdale, Whitley, & Johnson, 2005).  Additionally, older adults are likely to 
evaluate themselves more poorly in level of competence in comparison with 
younger age groups (Palmore, 2001).  Research indicates that ageism is present in 
younger age groups and is often internalized by older adults themselves (Kite et 
al.,2005; Palmore, 2004).  In addition, Perdue and Gurtman suggested that ageism 
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may be an automatic or unconscious response when younger adults evaluate a 
group of elders. 
The concept of ageism was first introduced by Butler (1969), who 
discussed age discrimination as another form of prejudice in U.S. society.  
According to Butler’s (1975) further work, ageism can be divided into three 
distinct categories: prejudice attitudes toward aging and older adult groups, direct 
discrimination against older adults, and institutional or societal practices that 
contribute to the discrimination of older adults.  Building upon the work of Butler, 
Verwoerdt (1976) was the first to discuss “gerophobia,” or the avoidance of 
working with senior populations by mental health professionals.  He proposed that 
gerophobia may come from clinical providers’ own fears about aging and 
mortality, thus causing them to project their negative feelings on older adult 
clients.  Often, these negative projections may be manifested in clinicians 
choosing not to work with aging clients. 
Ageist attitudes are unique from other types of prejudice in U.S. society, 
such as racism or sexism.  Unlike race or sex, age is constantly changing, and 
each person moves through various age groupings throughout the life span 
(Packer & Chasteen, 2006). Young adults, generally considered to be the “in 
group,” are likely to become a part of the “out group” if they live into older 
adulthood (Nelson, 2004; Packer & Chasteen, 2006).  Additionally, stereotypes 
about aging have been shown to differ between age groups, with older adults 
indicating more complex views of aging in comparison with younger adults 
(Hummert, Garstka, Shaner, & Strahm, 1994).  Thus, it is possible that an 
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individual’s feelings towards their own aging processes may influence their 
attitudes toward older adults as a group (Packer & Chasteen, 2006; Verwoerdt, 
1976). 
Given the larger societal attitudes and stereotypes about aging, the 
American Psychological Association (APA, 2004) suggests that counselors may 
also be seen as susceptible to internalizing negative attitudes or stereotypes about 
working with their older adult clients.  These attitudes may bias a counselor’s 
ability to work with seniors or may even lead to avoidance in working with this 
general population.  In a survey of psychologists who work in the U.S., James and 
Haley (1995) found that psychotherapists were more likely to give a poor 
prognosis to an older adult client, while a younger adult client experiencing the 
same symptoms was given a more optimistic prognosis.  Gatz and Pearson (1988) 
similarly report that clinicians may make biased treatment decisions when 
working with an older adult versus a younger adult client, such as automatically 
assuming that an older client is experiencing depression or dementia. 
According to Nelson (2004), individuals may hold both positive and 
negative stereotypes regarding older adulthood.  Some positive stereotypes cited 
in the literature include that older adults are wealthy, have additional wisdom 
from age, have more experience in comparison to younger adults, or are highly 
educated (APA, 2004; Gatz & Pearson, 1988).  Some negative stereotypes about 
aging, on the other hand, include ideas that older adults are frail, forgetful, have 
higher rates of mental illness (e.g., depression), are likely to be experiencing 
dementia or Alzheimer’s disease, are experiencing cognitive decline, are lonely or 
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isolated, lack interest in sex, or are too stubborn to change (APA, 2004; Gatz & 
Pearson, 1988). 
Much debate has occurred as to the extent that ageism actually influences 
the attitudes of younger adults toward older adults.  A wide scale meta-analysis of 
232 research studies examining attitudes towards older versus younger adult age 
groups (Kite et al., 2005) reported that the majority of studies supported the 
hypothesis that more negative attitudes exist toward older adult age groups in 
comparison with younger adult age groups.  The studies of attitudes towards 
aging included in this meta-analysis, however, differed greatly by the type of 
evaluations of older adults that participants were asked to make.  For instance, 
participants seemed to respond in an ageist way when rating the competence of a 
generic older adult.  However, when other types of contextual information about 
an older adult (e.g., personality type) were included in the research, results 
indicated a smaller discrepancy based on age.  Kite et al. suggest that attitudes 
towards different age groups are multi-faceted and are often likely to be 
influenced by other factors, in addition to age differences. 
According to Palmore (2001), the majority of older adults will experience 
some form of either real or perceived ageism during their lives.  Over 77% of 
their sample of adults over the age of 65 reported having experienced ageism 
once, and more than half reported experiencing multiple instances of ageism.  The 
most frequently reported forms of ageism found in Palmore’s study were: ageist 
jokes; feeling ignored by younger adults; being insulted or patronized by younger 
adults; being shown disrespectful behavior by younger adults; or having a 
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younger adult make assumptions about frailty due to age.  More serious forms of 
ageism (e.g., being denied employment or housing) were experienced less 
frequently by the sample than more benign types (e.g., being told an ageist joke).  
These messages about age come from a variety of sources, and are reinforced 
often in the media, particularly with the portrayal of older adults on television 
(Bell, 1992).  Older adults may either over or under report instances of ageism, 
due to hypersensitivity about age, or a lack of awareness when true instances of 
age discrimination are experienced (Nelson, 2005).  Thus, the actual prevalence of 
ageism has been difficult to determine. 
Individual differences among younger adults may explain more of the 
variability in attitudes towards older adults than age grouping alone (Hummert et 
al., 1994).  Specifically, contact with older adults may impact the attitudes of 
younger adults towards this age group (e.g., Harwood, Hewstone, Paolini, & 
Voci, 2005; Hummert et al., 1994).  Individuals who have had more frequent 
contact with grandparents are more likely to report increased positive attitudes 
toward older adults (Harwood et al., 2005).  Heyman et al. (2005) demonstrated 
that contact with older adults through personal experiences, volunteer work, and 
employment increased undergraduate students’ desires to advocate for aging-
related issues.  According to Mason and Sanders (2004), a group of social work 
students in a fieldwork placement who were working with older adults reported 
increased desire to continue working with this population, as well as increased 
understanding of issues related to aging.  Thus, both personal and professional 
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experiences with aging adults may increase trainee interest in working with this 
age group, as well as impact attitudes toward aging. 
Empathy may be an additional factor that contributes to an individual’s 
attitudes toward older adults. According to Mason and Sanders (2004), social 
work trainees who were currently working with older adult clients expressed 
increased compassion and empathy for this age group following their fieldwork 
experience.  Intrieri, Kelly, Brown and Castilla (1993) report that a group training 
intervention on issues related to aging for a group of medical students 
significantly increased students’ positive attitudes and empathy for older adults.  
Additionally, a study of direct care workers conducted by Braun, Cheang, and 
Shigeta (2005) suggested that workers improved in their ability to empathize with 
their older adult clients and had more positive attitudes toward elders following a 
24 hour curriculum on caring for aging persons.  Thus, individuals reporting 
higher levels of empathy may also have a greater interest in working with older 
adults and increased positive attitudes toward this age group. 
Openness to diverse experiences may also influence attitudes toward aging 
and interest in working with older adult clients (Nelson, 2004).  Universal diverse 
orientation (UDO) is defined by Miville et al. (1999) as “an attitude of awareness 
and acceptance for the similarities and differences between people” (p. 291).  
Higher levels of UDO have been linked with increased empathy and greater 
multicultural competence in therapists (Miville, Carlozzi, Gushue, Schara, & 
Ueda, 2006).  UDO has not been studied in relation to attitudes toward aging; 
however, the literature on racism suggests that there may be an important link 
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between UDO and attitudes of majority groups toward those of minority status, 
such as older adults.  According to Flynn (2005), UDO was linked with fewer 
prejudicial racial attitudes in a group of White participants, as well as to more 
positive impressions of Black targets.  It seems that more research is needed in 
order to establish or disconfirm potential links between UDO and attitudes toward 
older adults. 
Finally, multicultural competence may be an additional area that is linked 
with attitudes toward older adult age groups.  Hinrichsen (2006) points out that 
ethnic and gender minority older adults may have specific barriers in negotiating 
their multiple identities that differ from other age groups.  According to Yali and 
Revenson (2004), psychologists will need to improve their ability to understand 
the intersection between multiple cultural identities, particularly with the 
changing demographics of society in the United States.  Developing a more 
complex understanding of multiple identities will involve encouraging 
psychologists to increase their understanding of the importance of aging and its 
intersection with other identities for older adult age groups (Hinrichsen, 2006).  
Thus, continued research on counselor multicultural competence in relation to 
attitudes toward aging is an important future area in the mental health field. 
No studies to date have been conducted on the relationships between 
multicultural competence in counselors and attitudes toward older adults.  Based 
on the current literature, however, it is likely that there may be connections 
between these constructs.  Increased empathy has been linked with greater 
multicultural competence in the literature (Constantine, 2000).  Additionally, 
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increased racism has been shown to be significantly related to decreased self-
reported multicultural competence in groups of school counseling trainees 
(Constantine, 2002) and marriage and family therapists (Constantine, Juby, & 
Liang, 2001).  It is possible that a similar relationship may exist for attitudes 
toward aging, with increased negative attitudes toward older adults being 
predictive of decreased self-reported multicultural competence. 
 Cohen (2001) called for additional research into the underlying factors that 
account for negative attitudes toward older adults.  Despite evidence for the 
importance of increasing counselor training and competence for working with 
aging populations, few studies have examined attitudes toward older adults and 
interest in working with this population in a group of trainees in counseling.  
Research into this area is important because it may benefit graduate programs in 
evaluating the ways in which they can help to spark additional interest in the field 
of gerontology.  Additionally, expanding the literature in this area may be helpful 
to graduate programs in determining the degree to which pre-existing attitudes 
may impact a student’s interest in working with older adult clients. 
The goal of the proposed study is to examine a complex hypothesized 
model for the relationships among the following variables: trainees’ attitudes 
toward older adults, interest in working with older adults, contact with older 
adults, multicultural competence, UDO, and empathy.  The use of structural 
equation modeling (SEM) allows for an overall test of model fit, the use of latent 
constructs, and examination of individual paths between variables.  As shown in 
Figure 1, the following a priori hypotheses are made 1) Greater contact will 
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significantly predict more positive attitudes toward older adults and greater 
interest in working with this population.  2) Increased empathy will significantly 
predict increased multicultural competence, more positive attitudes toward older 
adults, and greater interest in working with elders.  3) Greater UDO will 
significantly predict increased multicultural competence, more positive attitudes 
toward older adults, and increased empathy.  4) Increased multicultural 
competence will be significantly related to more positive attitudes.  5) More 




Mental Health and Aging 
Mental well-being is considered a significant aspect of healthy aging (Von 
Faber et al., 2001); thus, it is important that mental health issues and their 
influence on other domains be understood in greater depth in the older adult 
population.  Self-reports of poorer mental health in older adults have been linked 
with declines in functional ability and increased mortality rates over time (Lee, 
2000).  Older adults who report greater depressive symptoms utilize general 
medical services more frequently than elders who deny having depressive 
symptoms (Unutzer et al., 1997).  Seeking treatment for mental health issues, 
however, may be related to improved health outcomes. For example, adults over 
the age of 55 who receive mental health treatment utilize other medical services 
significantly less often than adults who do not receive mental health treatment 
(Mumford, Schlesinger, Glass, Patrick & Cuerdon, 1984; Mumford, Schlesinger, 
Glass, Patrick & Cuerdon, 1998), because such treatments are effective in 
decreasing psychological symptoms as well as some of the physical symptoms 
linked with psychological distress (Olfson, Sing, & Schlesinger, 1999).  Despite 
the connection between physical and mental health in older adults, psychological 
services have been historically underutilized by this age group (Wang et al., 
2005). 
In a nationally representative sample of American adults, Wang et al. 
(2005) report that older adults in general, as well as other traditionally 
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underserved groups such as ethnic minorities and individuals from low income 
homes, were among the groups most likely not to receive any form of treatment 
for a mental illness.  Older adults who meet criteria for a mental disorder are also 
less likely than younger or middle aged adults with similar symptoms to seek out 
mental health care for a psychological disorder (Klap, Unroe & Unutzer, 2003).  
Similarly, Have et al. (2000) found that older adults engage in treatment for a 
mental illness less often than younger groups; however, these authors used a 
European sample for their study, the results of which may not generalize 
specifically to American older adults.  Additionally, older adults are less likely to 
be given referrals to mental health specialists, such as counselors, by their primary 
care doctors than those of other age groups (Klap et al., 2003). 
Stigma around receiving mental health care treatment may be one 
important factor in the underutilization of these services by older adults; however, 
more research is needed in this area (Bartels & Smyer, 2002; Wang et al., 2005).  
Older adults who perceived greater disapproval from their support systems are 
less likely to discuss their depressive symptoms with their primary care doctor 
(Corrigan, Swantek, Watson, & Kleinlein, 2003).  Conner et al. (2010) extended 
the literature in this area by examining variations in perceived stigma for 
receiving mental health treatment by ethnic group, collecting data on both African 
American and White seniors.  According to the authors, the majority of older 
adults in their sample reported a high level of internalized stigma associated with 
receiving psychological services, with African American elders endorsing even 
greater stigma in comparison with Whites of this age group.  Little is known 
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about perceived stigma for engaging in psychological service use in other ethnic 
and cultural groups, however.   
Of the small number of older adults who do receive psychological 
services, those who perceive greater stigma related to mental health issues may be 
more likely to discontinue their treatment prematurely (Sirey et al., 2001).  In a 
large sample of non-institutionalized elders, Coulton and Frost (1982) report that 
sex of the individual and perceived need for mental health services were also 
significant predictors of mental health service use in older adults.  Specifically, 
women over the age of 65 are more likely to receive mental health services than 
men in this age group, and elders who perceived that they were in greater need of 
mental health services were more likely to utilize psychological services than 
those who did not feel that mental health issues were a significant need for them 
currently.  Given that this study was conducted over 25 years ago, however, 
additional research is needed as to the impact of sex and perceived need in the 
current cohort of older adults. 
 Suicide attempts and suicide completion may be considered the most 
serious mental health risk to older adults.  Although only about 12% of the U.S. 
population is over age 65, older adults made up about 16% of all completed 
suicides in 2004 (NIMH, 2007).  This value is 50% higher than the national 
suicide rate for other age groups (NIMH, 2007).  According to the Centers for 
Disease Control and Prevention (2007), men over age 65 are at greater risk for 
suicide completion than older adult women.  Additionally, White men over age 85 
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had the highest rate of completed suicide attempts in the older adult age category 
in the U.S. (Centers for Disease Control and Prevention, 2007). 
 Lack of training on suicide risk in health care providers may be one 
important factor in the high numbers of suicides completed in the older adult age 
group.  Luoma, Martin, and Pearson (2002) report that approximately 58% of 
adults who had completed a suicide attempt had been to see their primary care 
doctors within the month prior to their suicide.  The authors also found that more 
than 77% of older adults had seen a primary care physician within the last year 
before committing suicide.  In comparison with younger and middle aged adults, 
older adults had the most frequent rates of visiting their primary care physicians 
and also the highest rates of completed suicides.  Thus, continued outreach to 
older adults by primary care doctors and mental health service providers may be 
an important way to reduce the number of suicides in this age group.  No known 
studies have examined the proficiency of mental health counselors in assessing 
suicide risk in the older adult population, and it seems that more research is 
needed in this area. 
Although older adults may be at an increased risk of mental illness, few 
psychologists are experienced in working directly with this population.  A very 
small number of psychologists in the United States currently specialize in 
geropsychology, and only a limited number of graduate programs provide 
specialty training in this area for students (Qualls, Segal, Norman, Nederehe, & 
Gallagher-Thompson, 2002).  The low numbers of psychologists specializing in 
aging may be due to the lack of mental health service utilization by the current 
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cohort of older adults, or to other factors such as lack of training or avoidance of 
working with older adult clients (Gatz & Pearson, 1988).  The literature in this 
area is currently very limited, however.  Additional research is needed in order to 
better understand how to increase the number of psychologists practicing in 
geropsychology.  Additionally, the demographics of the U.S. population are 
beginning to change as the baby boomer cohort moves into older adulthood in the 
coming years (Knickman & Snell, 2002).  As the numbers of older adults 
increase, a higher number of mental health service providers will be needed who 
specialize in working with older adult clients (Knickman & Snell, 2002). 
Summary.  Older adults currently receive mental health treatment less 
frequently than younger adults in the U.S. (Klap, Unroe & Unutzer, 2003), 
although the consequences of not receiving appropriate treatments can be very 
detrimental to adults in this age group (e.g., Luoma, Martin, & Pearson, 2002).  
Greater numbers of older adults are also likely to seek out psychological services 
in the future as the geriatric population grows (Knickman & Snell, 2002) and 
stigma around the receipt of mental health services decreases (Bartels & Smyer, 
2002).  The literature suggests, however, that the field of mental health is 
currently underprepared to meet the increased needs of seniors (Qualls, Segal, 
Norman, Nederehe, & Gallagher-Thompson, 2002).  However, published research 
is quite lacking regarding the ways in which the field should address the growing 
need for psychologists who specialize in working with older adults. 
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The Baby Boomer Cohort 
The baby boomer generation in the United States is defined as the cohort 
of babies born between the years 1946 to 1964 (U.S. Census Bureau, 2006).  In 
the 1920s and 1930s, large drops were observed in the national rate of births in 
the United States (Easterlin, Schaeffer, & Macunovich, 1993).  The baby boom 
represented a dramatic increase in births following World War II (Easterlin, 
Schaeffer, & Macunovich, 1993).  According to Hughes and O’Rand (2000), over 
75 million babies were born during this 18-year period.  As a result, the baby 
boomer generation is larger than both the cohorts that were born before and after 
it.  Baby boomers currently make up about 40% of all adults living in the United 
States (Maples & Abney, 2006). 
As the baby boomer cohort moved through the adult years, their large size 
changed the job market, impacted housing, and shifted the economy in the United 
States (Hughes & O’Rand, 2000).  The oldest of the baby boomer cohort turns age 
65 during the year 2011 (Wan, Segupta, Velkoff, & DeBarros, 2005).  When the 
baby boomers reach older adulthood, their retirement and health care needs are 
again likely to cause many changes to the economy of the United States (Hughes 
& O’Rand, 2000; Lee & Skinner, 1999).  Life expectancy is increasing 
throughout the world, and the baby boomer cohort is also likely to live longer 
than previous generations (United Nations Department of Economic and Social 
Affairs, Population Division, 2007b).  It is possible that aging baby boomers will 
put large strains on the economic and health care systems in the United States 
(Maples & Abney, 2006). 
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The baby boomer cohort has utilized psychotherapy services to a much 
greater extent than previous generations of adults (Nelson, 2005). It is likely that 
this cohort will continue to engage in mental health treatment throughout older 
adulthood as well.  For example, a much larger number of individuals in the baby 
boomer cohort have engaged in treatment for substance abuse of drugs and 
alcohol during their lives than the current cohort of older adults has (Patterson & 
Jeste, 1999).  The number of elders in need of substance abuse treatment is 
projected to increase from over one million currently to over four million in the 
year 2020 as the baby boomers age (Gfoerer, Penne, Pemberton & Folsom, 2003).  
Substance abuse treatment for older adults may require different approaches by 
mental health care providers, as issues such as dementia and cognitive impairment 
may also come into play in substance use treatment for this age group (Patterson 
& Jeste, 1999).  Literature on the treatment of mental health problems outside of 
the field of addictions within the baby boomer cohort is sparse, and additional 
research into the mental health service use of this group is needed. 
Summary.  The baby boomer cohort has changed many aspects of life in 
the United States, and the large numbers that make up this group may also change 
the landscape of mental health care (Maples & Abney, 2006).  In 2011, the oldest 
members of the baby boomer cohort will turn age 65.  Baby boomers have used 
psychological services more often than previous generations (Nelson, 2005).  
Some research has used the engagement of the baby boomer cohort in drug and 
alcohol treatment to predict this cohorts’ future use of rehabilitative services 
(Gfoerer, Penne, Pemberton & Folsom, 2003).  More literature is needed, 
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however, that specifically examines the baby boomer cohort’s general mental 
health service usage over time, in order to better understand the future service use 
patterns of this group. 
Current State of Geropsychology 
Individuals in the early and middle age groups currently make up the 
largest percentage of the U.S. population with a diagnosable psychiatric disorder; 
however, with the aging of the baby boomer cohort, older adults will soon be the 
largest age group suffering from psychiatric complaints (Bartels & Smyer, 2002).  
Specifically, about 15 million individuals in the 65 and over age group are 
expected to meet DSM-IV (American Psychiatric Association, 2000) diagnostic 
criteria for a mental illness by the year 2030 (Jeste et al., 1999).  All of the 
research into this area, however, is based on projections of future service use (e.g., 
American Psychiatric Association, 2000; Bartels & Smyer, 2002; Jeste et al., 
1999), thus the actual number of older adults who will be seeking psychological 
services may vary.  Many researchers suggest that the field of mental health is 
currently under-prepared for this increase in demand for services from the aging 
population (Qualls, Segal, Norman, Nederehe, & Gallagher-Thompson, 2002). 
Approximately 76,000 psychologists currently practice in the United 
States; however, fewer than 1,000 of them specialize in geropsychology or spend 
one third or more of their clinical hours with older adult clients (Halpain, Harris, 
McClure & Jeste, 1999).  According to the National Institutes of Health (1987), 
approximately 5,000 full-time psychologists will be needed for working with 
older adult clients by 2020.  The demand for psychologists and psychiatrists who 
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can consult with medical doctors regarding mental health issues is also likely to 
increase according to some researchers (e.g., Bartels & Smyer, 2002), as the 
majority of older adult clients are currently seen in the hospital or other outpatient 
medical settings (Colenda et al. 2002). 
According to the limited literature available in this area, appropriate 
graduate training and continuing education opportunities for students in mental 
health, who will be working directly with older adults in the future, are extremely 
lacking (Administration on Aging, 2001; Qualls et al., 2002).  Qualls and 
colleagues (2002) conducted a survey of training and education in working with 
older adults in 1,227 members of the American Psychological Association who 
are practicing as therapists.  Participants reported that their training programs 
provided little coursework on issues related to aging and few fieldwork 
opportunities for working with older adult clients.  Current students in applied 
psychology, however, were not included in the Qualls et al. sample, and more 
research on this group is still needed.  Additional research suggests that few 
classes or fellowships are available for medical students planning to enter the field 
of geriatric psychiatry (Small, Fong & Beck, 1988).  Given the small amount of 
training in geriatric mental health, it is unlikely that a sufficient number of 
emerging professionals will be prepared to work with aging baby boomers (Small 
et al., 1988). 
Few continuing education opportunities exist for professionals already 
working in the field in issues related to geriatric care (Qualls et al., 2002).  
According to Halpain et al. (1999), incentives for working with older adults such 
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as designing fellowships or loan forgiveness programs may be needed in order to 
attract a sufficient number of mental health care workers to the field.  Small et al. 
(1988) also suggest that universities future focus should be on training more 
academic leaders in the field of geropsychology, in order to attract more students 
to this specialty area. 
In addition to the low availability of training in the field, research on aging 
related issues that could inform practice in the area of geropsychology has also 
been lacking (Bartels & Smyer, 2002).  Although some evidence-based practices 
have been established for working with older adults, much additional research is 
needed in the field of geropsychology (Bartels et al., 2004).  Of particular 
importance will be research related to the most effective outpatient interventions 
for older adult clients, as outpatient mental health care treatment is much less 
costly than inpatient treatments (Goldstein & Horgan, 1988).  Currently, older 
adults with a mental illness are more likely to be hospitalized in an inpatient 
setting than to receive outpatient treatment for mental illness (Bartels & Smyer, 
2002).  Improved outpatient treatments could help to offset some of the economic 
burden associated with mental health care for aging baby boomers (Bartels et al., 
2004). 
Summary. The field of mental health is currently underprepared for the 
projected growth in older adults who will be suffering from psychiatric illnesses 
(National Institutes of Health, 1987).  Current research on the training of students 
in the field of mental health has described the lack of focus on geriatric 
populations (Qualls et al., 2002), but provides little explanation as to why 
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graduate programs do not offer sufficient attention in this area.  More research is 
needed as to the factors that may underlie this problem.  Additionally, little 
research has been conducted examining the overall effectiveness of general 
psychotherapy for older adults, as well as specific interventions that may be 
considered best practice when working with this population, and this is an 
important subject for future study (Bartels et al., 2004). 
Attitudes toward Aging 
One possible explanation for the lack of interest and availability of 
training in geropsychology is negative attitudes, or ageism, toward older adults.  
Butler (1969) was the first to discuss the term ageism, using it in a similar 
framework as racism and sexism.  According to Butler, ageism can be defined as 
prejudiced attitudes toward older adults and discrimination against this age group 
by both individuals and institutions.  Later, Butler (1975) discussed the gap 
between the numbers of older adults in need of psychiatric services and the 
number of providers willing to work with this population.  According to Butler, 
ageism was the main source of psychiatrists’ avoidance of working with older 
adult populations. 
Verwoerdt (1976) introduced the term “gerophobia” to describe avoidance 
of working with older adult clients and ageism in psychiatrists themselves.  
Ageism on the part of mental health professionals may be the result of projections 
about the aging process or unresolved thoughts about death and the life cycle 
(Nelson, 2004, 2005; Packer & Chasteen, 2006; Verwoerdt, 1976).  Psychologists 
may avoid working with the terminally ill or older adult clients, due to their 
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countertransference related to death and end of life issues that are often a salient 
topic in therapy for individuals from these groups (Packer & Chasteen, 2006). 
Gatz and Pearson (1988) suggest an alternative view to gerophobia and the 
biases of clinicians toward older adults.  They propose that psychologists may not 
be outwardly avoidant or ageist toward older adults.  Clinicians are instead likely 
to hold both positive and negative stereotypes about working with older adult 
clients.  For example, psychologists may be more likely to make biased treatment 
decisions toward older adults, such as over-diagnosis of certain mental illnesses 
such as dementia, Alzheimer’s disease, or depression.  Additionally, 
psychologists may be more likely to ignore some symptoms that truly signify a 
mental health issue, such as increased forgetfulness, attributing them to aging 
alone and not to a more serious psychological problem. 
Attitudes toward older adults have been shown to vary by age group.  
Younger adults are typically more likely to rate older adults less favorably than 
other age groups (Kite et al., 2005; McTavish, 1971).  For example, Purdue and 
Gurtman (1990) found that participants were more likely to recall negative traits 
and chose negative traits more quickly after being prompted by the words “old 
person” in comparison to “young person.”  The authors suggest that these findings 
provide some evidence for an automatic or unconscious component of negative 
attitudes toward older adults in younger populations. 
More recent research suggests that the findings that younger adults are 
more likely to evaluate older adults negatively may be somewhat overstated, 
however.  In a meta-analysis of attitudes toward older adults that included 232 
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effect sizes, Kite et al. (2005) found that many studies supported more neutral 
evaluations of older adults instead of overly negative ones.  When younger 
participants were forced to compare “typical” older and younger adults, older 
adults were evaluated more negatively (e.g., Seefeldt, Jantz, Galper & Serock, 
1977), but this was not the case when older adults were evaluated alone as a group 
by younger adults (e.g., Levin, 1988).  Kite and colleagues suggest that the direct 
comparison between older and younger age groups encourages younger adults to 
rate their own group more highly than older adults.  Older adults, who have held 
membership in both groups over the course of their lifetimes, are more likely to 
rate both groups equally. 
Kite et al.’s (2005) finding regarding younger adults’ more negative 
evaluation of older adults may be explained by in-group bias theory.  According 
to Gaertner and Dovidio (2000), in-group members are more likely to show 
preference for members of their own group and may show dislike or prejudice 
toward members of the out-group.  In-group bias has been demonstrated in a 
variety of research studies.  A classic study on in-group bias by Sherif and Sherif 
(1956) showed that boys who were assigned to two different teams at a summer 
camp showed in-group bias, making more friendships within their own team and 
showing greater hostility toward the other team, within days of forming these 
arbitrary groups.  More recently, research has found that in-group bias is present 
between racial groups (e.g., Stokes-Guinan, 2011; Xu, Zuo, Wang, & Han, 2009), 
obese versus non-obese groups (e.g., Popan, Kenworthy, Barden, & Griffiths, 
2010), and Republicans and Democrats (e.g., Munro, Weih, & Tsai, 2010).  Thus, 
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younger adults may show a similar preference for their own age group over an 
older adult group when asked to make a direct comparison. 
Studies in which participants are asked to think of a “typical” older adult 
also tend to show more negative attitudes (e.g., Stewart, Eleazer, Boland, & 
Wieland, 2007) in comparison to studies in which contextual information about 
the older adult, such as social status or gender, is included (e.g., Graham & Baker, 
1989).  For example, an item from the Kogan attitude scale (Attitudes toward Old 
Persons scale; Kogan, 1961) instructs participants to rate the following statement, 
“It would probably be better if most old people lived in residential units with 
people their own age.”  This question encourages the participant to think of an 
exemplar of the category for older adult, without further specifying any additional 
information about the individual.  It is possible that these types of prompts cause 
younger participants to think of a more stereotypical older adult than when 
additional contextual information is given about an elder (Gatz & Pearson, 1988; 
Kite et al., 2005; Matyi & Drevenstedt, 1989). 
In a study of undergraduate attitudes toward older and younger adult 
counseling clients, Matyi and Drevenstedt (1989) included contextual information 
about the target being evaluated in addition to age.  Participants were divided into 
four groups evaluating one of the following clients: a 25 year old man, a 25 year 
old woman, a 74 year old man, and a 74 year old woman.  The case histories 
presented to participants varied only by the age and gender of the client; 
participants also listened to audio tapes of a mock counseling session with the 
client.  The participants were then asked to answer items measuring their 
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evaluations and personal feelings toward the client such as, “I would rate my 
desire to continue to interact with this client as 1 (very weak) to 7 (very strong)”.  
Results showed no significant differences in ratings of the older and younger 
clients. Similarly, Cohen (2001) found that younger participants reported more 
neutral attitudes after more descriptive information about the older adult being 
evaluated was included.  Thus, age alone may not be the most significant factor in 
attitudes toward seniors (Gatz & Pearson, 1988).  Although little research has 
specifically examined the links between greater positive attitudes toward older 
adults and counseling trainees’ interest in working with this population, some 
literature in this area shows a possible connection between these two variables.  
Social work students who reported more negative associations with aging, such as 
physical losses and disease, were also less likely to report an interest in working 
with older adults upon graduation (Lawrence, Jarman-Rohde, Dunkle, Campbell, 
Bakalar, & Li, 2002).  Similarly, Robert and Mosher-Ashley (2000) found that 
college students who thought that going into the field of gerontology would be 
depressing were less likely to report having an interest in working with older 
adults. 
A strong body of research exists in the area of attitudes toward aging in 
younger versus older adult groups (e.g., Levin, 1988; Matyi & Drevenstedt, 
1989), and a large scale meta-analytic study has been conducted of this literature 
(Kite et al., 2005).  A gap in the current research on attitudes toward aging, 
however, is found in the field of mental health counseling.  Although some 
theoretical groundwork has been laid in this area (e.g., Gatz & Pearson, 1988), no 
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known studies have examined the attitudes of a large sample of mental health 
professionals toward working with older adult clients.  Additionally, no research 
has been conducted using a representative group of trainees in the field of 
counseling. 
Summary.  Ageism may be one of the factors that underlies the avoidance 
of focusing on the area of counseling older adults in graduate training.  Despite 
this possible connection, research on attitudes toward aging within graduate 
programs in counseling has been quite limited to date.  The available literature 
focuses mainly on younger populations’ evaluations of older adults (Kite et al. 
2000).  Some research on the links between ageist attitudes and interest in 
working with older adults has been conducted in social work students (Lawrence 
et al., 2002) and undergraduates (Robert & Mosher-Ashley, 2000).  Thus, it is 
likely that similar connections may be found in graduate trainees in the area of 
counseling. 
Multicultural Competence 
Multicultural competence, or a counselor’s knowledge, awareness, and 
skills related to working with diverse groups of clients, has become an 
increasingly important topic in training new mental health professionals 
(Constantine & Ladany, 2001).  No existing research has been conducted on the 
possible connections between multicultural competence and the desire of 
counseling trainees to work with older adult clients, however.  Given the focus of 
multicultural competence on increasing a therapist’s understanding of their own 
personal biases and improving skills for working with clients of various minority 
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groups (Ivey, 1994), it seems possible that counseling trainees reporting greater 
multicultural competence will be likely to hold fewer negative attitudes toward 
older adults and may be more willing to work with this population. 
According to Yali and Revenson (2004), as the demographics of society in 
the United States change, psychologists are more likely to work with older adults 
from diverse ethnic and social minority groups.  The authors state that 
psychologists must develop a greater understanding of the multiple identities and 
contexts in which older adults live in the future.  Yali and Revenson’s work, 
however, is theoretical in nature, and no known studies have been conducted 
regarding psychologists’ ability to understand the multiple identities of an older 
adult client.  Empirical research in this area will be necessary to further 
understand the impact of multiple identities on aging.  According to Hinrichsen 
(2006), it is likely that experiences of the aging process will be different 
depending upon factors such as gender, race, ethnicity and socioeconomic status, 
although no known research exists in this area.  Thus, the field of psychology 
must increase its focus on education and training of new professionals for 
working with diverse older adults by strengthening coursework in this area, 
providing mentoring from faculty with specialties in geropsychology and offering 
continuing education opportunities related to culture and aging. 
No research to date has examined multicultural competence and its 
relationship with attitudes toward aging and interest in working with older adults.  
Based on literature with other minority populations, however, it is possible that 
those with greater self-reported multicultural competence may have more positive 
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attitudes toward working with the older adult population (e.g., Constantine & 
Ladany, 2001).  Given that older adults may also be considered to be a minority 
group, experiencing prejudice and possibly ageism (Butler, 1969), it is likely that 
similar connections may be found within this population. 
Summary.  No known literature has examined the links between attitudes 
toward aging and multicultural competence in graduate students in the field of 
counseling.  Some research does suggest that psychologists will increasingly need 
to improve their skills for working with older adults from a variety of minority 
groups, however, as the demographics in the U.S. continue to change (Hinrichsen, 
2006; Yali & Revenson, 2004).  Research with other minority populations shows 
that greater self-reported multicultural competence may be linked with more 
positive attitudes in working with minority groups (e.g., Constantine & Ladany, 
2001).  Additional research examining the links between multicultural 
competence and attitudes toward older adults is still needed. 
Contact with Older Adults 
In addition to ageism, many other factors may influence the attitudes of 
trainees’ in the field of mental health toward elders and their interest in working 
with this group of clients.  Previous contact with older adults may be one salient 
factor that influences an individual’s interest in working with older adult clients 
(Heyman et al., 2005).  This contact hypothesis was first discussed within the 
context of racism, stating that greater contact with individuals of minority groups 
could lead to decreased prejudiced attitudes (Allport, 1954; Hewstone & Brown, 
1986). 
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Allport (1954) posited four important components of contact between 
ethnic groups that have an effect on changing negative attitudes between groups.  
According to Allport, both groups should be of equal status during contact, groups 
must be working toward mutual goals, the contact situation ought not to involve 
competition between group members, and someone in authority should approve of 
the contact situation.  In a meta-analysis of 515 studies on intergroup contact, 
Pettigrew and Tropp (2006) found that contact had a generally positive effect on 
improving attitudes between a variety of groups.  The authors also confirmed that 
the four original factors defined by Allport increase the effects of intergroup 
contact. 
Research on the effect of quality of contact between older and younger 
adults is currently limited.  However, literature in other areas of intergroup 
contact seems to show that the type of contact is important in determining its 
effect on ingroup bias.  With regards to racism, Amir (1969) hypothesized that 
greater positive contact between ethnic group members was more likely to reduce 
prejudicial attitudes towards the group as a whole; however, negative contact 
could actually have the opposite effect.  For example, in a classic study of 
ingroup/outgroup contact, Sherif and Sherif (1956) placed boys at a summer camp 
into two randomly selected teams.  After the teams began displaying prejudice 
behavior toward each other, the authors sought to determine whether contact 
could significantly decrease this bias.  Although contact alone between the groups 
did not change ingroup bias, working toward common goals with outgroup 
members did have a substantial effect on reducing bias between the groups. Thus, 
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both quantity and quality of contact may influence attitudes toward stereotyped 
groups, including older adults. 
Similarly, greater contact with older adults across the lifespan may be 
related to more positive attitudes toward this population, and a large body of 
existing research supports this concept.  Harwood, Hewstone, Paolini, and Voci 
(2005) found that grandchildren who had more frequent contact with their 
grandparents were more likely to report positive attitudes towards older adults 
than those with less frequent contact.  Additionally, children who attended a 
preschool in which several older adult teaching aides worked every day reported 
more positive attitudes toward older adults than children in a preschool with no 
older adult staff (Caspi, 1984).  In a group of young adults, Hale (1988) found that 
those who reported greater contact with older adults were more likely to have 
increased knowledge about this group and held fewer stereotypes about aging. 
Working directly with older adults through either fieldwork or volunteer 
experiences has also been linked with more positive attitudes in graduate students 
(Heyman et al., 2005; Mason & Sanders, 2004).  Research in this area is limited, 
however, to samples of pastoral counseling students (Heyman et al., 2005) and 
trainees in social work (Mason & Sanders, 2004).  In addition to direct contact, 
coursework and informational seminars on older adults have also been shown to 
improve younger adults’ attitudes toward this population.  For example, medical 
students who took a seminar in working with seniors reported more positive 
attitudes toward this population one year after the course had ended (Wilson & 
Hafferty, 1980).  Similar results were found for a group of undergraduate students 
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who watched an instructional video about aging and later participated in a group 
discussion about older adults (Ragan & Bowen, 2001). 
The findings that increased contact with older adults leads to more 
positive attitudes toward this population have not been consistent throughout the 
literature, however.  According to Doka (1985), adolescents who spent time 
interviewing an older adult reported feeling more connected to the person that 
they had interviewed, but did not report changes in their attitudes about older 
adults as a group.  Additionally, in their sample of White and Black pre-
adolescents, Harris and Fiedler (1988) found that White female pre-adolescents 
reported the most positive attitudes toward elders, but amount of contact with an 
older adult was not significantly related to their attitudes.  The authors suggest 
that cultural differences may play a large role in attitudes toward the senior 
population.   
The goal of the present study is to examine contact as a predictor of both 
attitudes toward older adults and interest in working with this population.  Contact 
with outgroup members has been shown to improve attitudes of ingroup members 
toward the outgroup with a variety of populations (e.g., Herek & Capitamio, 
1996) and more specifically between younger and older adults (e.g., Harwood, 
Hewstone, Paolini, & Voci, 2005; Mason & Sanders, 2004).  Additionally, greater 
contact has been shown to increase desire to be exposed to outgroup members in 
the future (e.g., Mason & Sanders, 2004).  No known studies to date, however, 
have examined general contact with older adults and its effects on attitudes and 
interest in working with seniors in a group of counseling trainees. 
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Summary.  The contact hypothesis, proposed by Allport (1954), states 
that increased contact with members of a minority group may change attitudes 
toward that group in the future.  The literature on contact between older and 
younger adults generally supports this hypothesis (e.g., Harwood, Hewstone, 
Paolini, & Voci, 2005).  No known studies, however, have examined quality of 
contact between older and younger adults as a predictor of counseling trainees’ 
attitudes toward senior populations.  Literature on medical students (e.g., Wilson 
& Hafferty, 1980) and trainees in the field of social work (e.g., Heyman et al., 
2005; Mason & Sanders, 2004) also lend support for a connection between 
contact and attitudes toward older adults in trainees in counseling.  No research 
has been conducted to date, however, on the relationship between contact and 
attitudes in this specific population. 
Universal Diverse Orientation 
Universal diverse orientation (UDO) was first introduced in the literature 
by Miville and colleagues (1999).  UDO describes a positive attitude toward the 
diversity of others and feelings of acceptance about the differences among people.  
UDO has been linked with many aspects of multiculturalism in the literature 
(Constantine, 2001; Miville, Carlozzi, Gushue, Schara, & Ueda, 2006).  
According to Constantine et al. (2001), greater UDO was associated with greater 
self-reported multicultural counseling competence.  Spanierman, Neville, Liao, 
Hammer, and Wang (2008) found that greater UDO was related to more positive 
racial beliefs and greater racial acceptance in a group of undergraduate students.  
Spanierman et al. additionally found that increased training in multicultural 
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counseling as measured by attendance of multicultural workshops was related to 
greater UDO. 
Miville and colleagues (1999) include one reverse scored item on the full 
UDO scale that pertains specifically to age differences, stating, “It's often hard to 
find things in common with people from another generation.”  Thus, it seems that 
the authors of the UDO scale did envision the acceptance of age differences as an 
important component of UDO.  UDO has not, however, been studied in relation to 
questions related to aging to date.  This is a notable gap in the research on the 
UDO construct, particularly as the scale itself contains an item related to 
intergenerational interactions.  Studying the relationship of UDO and attitudes 
toward aging seems to be an important extension of the existing literature utilizing 
this variable. 
UDO has also been studied in conjunction with a wide range of other 
relevant variables.  Miville, Carlozzi, Gushue, Schara, and Ueda (2006) report 
that increased UDO was related to greater empathy in a group of over two 
hundred counseling graduate students.  Singley and Sedlacek (2009) found that 
students’ race and gender were significantly linked with UDO; specifically, White 
students and men tend to have significantly lower levels of UDO in comparison to 
students of Color and women.  Greater UDO has additionally been correlated with 
increased agreeableness (Strauss & Connerly, 2003), greater perceived academic 
achievement (Singley & Sedlacek, 2004), and increased openness to new 
experiences (Strauss & Connerly, 2003; Thompson, Brossart, Carlozzi, & Miville, 
2002). 
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No studies to date have examined the relationship of UDO to attitudes 
toward older adults or to counselor trainees’ interest in working with this 
population.  The existing body of research on UDO, however, suggests that it is 
relevant to research on attitudes toward older adults.  Given the links between 
greater UDO and increased positive attitudes toward minority groups (e.g., 
Spanierman, Todd, & Anderson, 2009), it is likely that similar relationships may 
exist within the majority group of younger adults toward the minority older adult 
age group (Butler, 1969).  Thus, counseling trainees who report greater UDO may 
be more likely to have increased positive attitudes toward older adults and may be 
more open to working with this population in the future. 
Summary.  UDO is described as a positive attitude toward and 
appreciation of diversity (Miville et al., 1999).  No research has been conducted 
on UDO and attitudes toward older adults and interest in working with this 
population.  Greater UDO has been linked with increased multicultural 
competence, more positive racial attitudes, and greater empathy (Spanierman, 
Neville, Liao, Hammer, & Wang, 2008).  Existing literature linking UDO with 
these important variables, however, suggests that another natural extension may 
be made between UDO and attitudes toward older adults and interest in working 
with this population. 
Empathy 
Empathy, or the sharing of similar emotions and cognitive understanding 
with another person, has been widely studied in psychotherapy (Eisenberg & 
Strayer, 1990).  Empathy has been shown to be one of the most important 
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indicators of successful therapy (Lambert & Dean, 2001).  Several studies 
demonstrate that increasing knowledge and information through seminars about 
older adults may help to increase empathy for this population (e.g., Braun, 
Cheang, & Shigeta, 2004).  In a study by Varkey, Chutka, and Lesnick (2006), 
medical students who engaged in a simulation of the aging experience, including 
loss of functional status and living in a residential treatment facility for a short 
period of time, reported significantly greater empathy for working with older 
adult patients following this experience.  An educational intervention was also 
shown to increase interest in working with older adults and empathy in medical 
students (Intrieri, Kelly, Brown & Castilla, 1993).  Similar interventions may be 
effective with trainees in the field of mental health; however, very little research 
has been conducted regarding counselor empathy toward older adults, which may 
be a significant gap in the literature. 
Caregivers to older adults with greater self-reported empathy found 
caregiving to be less stressful and reported greater life satisfaction than caregivers 
with low empathy (Lee, Brennan, & Daly, 2001).  Constantine (2000) found that 
increased empathy was linked with greater multicultural counseling competence 
in a group of school counselor trainees.  Spanierman et al. (2008) reported that 
empathy mediated the relationship between multicultural training and 
multicultural competence in a group of White trainees in counseling.  
Additionally, therapists who reported the highest levels of color-blindness toward 
ethnic minority clients also reported greater empathy (Burkard & Knox, 2004). 
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Greater empathy for outgroup members has also been shown to be related 
to decreased prejudice toward the outgroup (Stephan & Finlay, 1999).  Gutsell 
and Inzlicht (2010) report that when participants watched videotapes of 
individuals from a different racial group drinking a glass of water, they 
experienced lower levels of brain activity and reported less interpersonal 
sensitivity and empathy toward the videotaped target than when watching a video 
of a person of the same race.  Soble, Spanierman, and Liao (2010) found that 
White participants who watched a short video related to racial attitudes were more 
likely to report having greater empathy toward individuals from minority racial 
groups following this intervention. 
Despite the limited research available on the role of empathy in counselor 
attitudes toward older adult clients, the current literature in this field suggests that 
this may be a reasonable extension of the research (e.g., Intrieri, Kelly, Brown & 
Castilla, 1993; Varkey, Chutka, & Lesnick, 2006).  Logically, counseling trainees 
with greater self-reported empathy may be more likely to hold positive attitudes 
toward outgroup members like older adults and may have greater interest in 
working with this population.  The current study will examine empathy as a 
predictor of multicultural competence, interest in working with older adults, and 
attitudes toward senior populations to further understand these links. 
Summary.  Empathy is a variable of central importance in the area of 
psychotherapy, as greater counselor empathy toward a client is related to 
improved outcomes in therapy (e.g., Lambert & Dean, 2001).  Increased empathy 
has also been linked with reduced prejudicial attitudes between members of 
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different races (e.g., Soble et al., 2010; Stephan & Finlay, 1999). Although no 
studies have focused on empathy toward older adults in counseling trainees, some 
literature suggests that greater empathy predicts more positive attitudes toward 
older adults in general (e.g., Lee, Brennan, & Daly, 2001).  Further exploration of 
the relationship of empathy to attitudes toward older adults and interest in 
working with this population is warranted. 
Trainee Interest in Working with Older Adults 
Wilensky and Barmack (1966) were the first to examine the interest of 
students in clinical psychology from training programs in New York City in 
working with older adult clients.  Using an attitudes questionnaire developed for 
their study to assess the way that trainees perceived working with older adult 
clients, the authors reported that students held many generally negative attitudes 
toward working with older adults.  Based on their study’s results, the authors 
chose not to pursue creating specific training tracks for geropsychology within 
their clinical psychology training programs.  In the more than 45 years since their 
study, very little subsequent research has been conducted, however, to assess the 
attitudes of trainees in mental health toward working with older adult clients. 
Wilensky and Barmack (1966) pioneered the area of research on trainee 
interest in working with older adult clients, but their study was flawed in several 
ways.  The authors used a limited sample of only six training programs in clinical 
psychology in their research.  Thus, their conclusion that specialty training tracks 
in geropsychology were not needed at the time may not have been applicable to a 
national sample of training programs.  The authors also did not have access to 
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previously supported measures of attitudes toward aging, such as those that are 
currently available, and had to develop their own scale for the purpose of their 
study.  Finally, the only variables included in their study were attitudes toward 
aging and interest in working with older adults.  Additional factors may have 
influenced the variables of interest in their study, such as previous contact with 
older adult clients. 
More research on attitudes toward older adults has emerged in fields 
outside of psychology in recent years.  Several studies have shown that 
interventions designed to increase nurses’ and medical students’ knowledge and 
skill for working with the older adult population are effective in improving 
attitudes toward senior patients and future interest in working with this group 
(e.g., Happell & Brooker, 2001; Intrieri, Kelly, Brown & Castilla, 1993; Varkey, 
Chutka, & Lesnick, 2006).  Mason and Sanders (2004) examined the attitudes of 
social workers toward working with senior populations after completing a 
fieldwork experience with this population and found that the students increased in 
their understanding of issues impacting older adults and had a greater interest in 
working with this population in the future. 
 Based on the existing literature in this area, it seems that interest in 
working with the older adult population may be impacted by multiple factors.  In 
particular, direct intervention or in-person experiences may increase trainees’ 
interest in working with older adults (e.g., Mason & Sanders, 2004).  The current 
study seeks to examine the links between contact with older adults, universal 
diverse orientation, empathy, attitudes toward aging, and trainees’ interest in 
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working with older adult clients.  This information will be useful in the future as 
we address the mental health training of practitioners and their choice to work 
with the aging population (Nelson, 2005). 
Summary.  Wilensky and Barmack (1966) conducted a study of the level 
of interest of graduate trainees in working with older adult clients, concluding that 
interest was generally low and that it was unnecessary to create a specialty for 
students working in this area.  No known studies since this time have examined 
counseling trainee interest in working with older adult clients.  Literature in this 
area focusing on students within the medical field (e.g., Intrieri, Kelly, Brown & 
Castilla) and social work trainees (e.g., Mason & Sanders, 2004) suggests that 
increasing exposure to older adults and issues related to aging may increase 
interest in working with this population.  Additional research is needed in this 
area that focuses on the interest of graduate trainees in counseling in working with 
older adult clients. 
Purpose of the Current Study 
The current study aims to provide some help to counseling training 
programs in addressing the increasing need for counselors who specialize in 
working with older adult clients and reassessing student interest in 
geropsychology.  No studies to date have simultaneously examined the variables 
of interest in the current study, which include contact with older adults, empathy, 
multicultural competence, universal diverse orientation, attitudes toward older 
adults, and interest in working with this population.  The proposed study will 
sample a diverse group of counseling trainees across the United States.  No 
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existing studies have collected data related to the dimensions of interest in this 
study from a national sample of counseling trainees.  Additionally, the use of 
structural equation modeling in the current project will allow for a more complex 






The sample for the current study consisted of 266 master’s and doctoral 
level students in the fields of clinical psychology, counseling psychology, 
marriage and family therapy, and clinical social work.  A total of 390 participants 
initially accessed the survey; however, participants who did not answer any 
validity items at all (n = 80) and those who did not meet the criterion of 
answering at least 3 out of 4 survey validity items correctly (n = 43) were 
excluded from the final sample.  This sample size meets the a priori criteria for 
the proposed structural equation model (see Figure 1) with a minimum number of 
between 200 (Weston & Gore, 2006) to 245 participants (Hancock, 2006).  The 
majority of participants who completed the survey were female (90%).  The 
sample was 30.38 years of age on average.  Of the 266 participants in the final 
sample, ethnicity was reported as follows: 83% European American, 7% African 
American, 4% Hispanic, 3% Biracial or Other, 1% Middle Eastern, and less than 
1% Asian American or American Indian.  Participants also classified their sexual 
orientation as follows: 93% heterosexual, 4% gay or lesbian, and 3% bisexual. 
All participants were currently enrolled in a graduate program.  About 
57% of the sample reported being in a master’s degree program in either 
clinical/counseling psychology (n = 110) or social work (n = 42), while about 
39% reported being in either a Ph.D. (n = 47) or Psy.D. (n = 58) doctoral program 
(approximately 4% reported “Other” for academic program or did not specify).  
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The majority of participants were in either the first (29%) or second year of study 
(29%), with fewer participants reporting being in the third year (16%), fourth year 
(10%), or beyond (13%). Participants reported having worked with an average of 
59.26 clients (Table 1) and provided an average of 419.06 hours of individual 
therapy (Table 2). 
The majority of participants identified themselves as being lower middle 
class (49.6%), with fewer participants reporting being in the working class 
(26.3%), upper middle class (24.1%) or upper class (1.1%) categories.  
Participants also identified their parents’ social class as follows: upper middle 
class (47.7%), lower middle class (33.8%), working class (15.5%), and upper 
class (3.8%).  See Table 1 for parental level of education and Table 2 for annual 
household income. 
Measures 
Demographics. A short demographic measure included in the survey 
asked the participants to provide their age, gender, sexual orientation, race, ethnic 
background, income, socioeconomic status, parental income, parental education, 
and year of study in graduate school.  Additionally, participants were asked to 
estimate their total number of clinical hours up to the present, the number of 
individual clients that they have seen, as well as the type of clinical settings that 
they have worked in.  (See Appendix A for the demographic measure.) 
Attitudes toward Older Adults. Attitudes toward older adults were 
measured using the following three scales: (1) the Refined Version of the Aging 
Semantic Differential (ASD; Polizzi, 2003), (2) the Attitudes toward Old Persons 
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scale (OP; Kogan, 1961), and (3) the Fraboni Scale of Ageism (FSA; Fraboni et 
al., 1990).  The ASD (Polizzi, 2003) is an assessment of attitudes toward older 
adults using sets of opposite adjectives that participants rate to describe a 
“typical” older person.  The current version contains a total of 24 adjective pair 
items from the original ASD scale developed by Rosencranz and McNevin 
(1969).  The adjectives are the anchors on a 7-point Likert-scale, with lower 
scores indicating more positive descriptions and higher scores indicating more 
negative descriptions.  Some sample adjective pairs from the ASD are: “Kind-
Cruel,” “Positive-Negative,” “Calm-Agitated,” and “Thoughtful-Thoughtless.”  A 
sum score is obtained by adding the ratings, with lower scores representing more 
positive evaluations of older adults. 
Polizzi (2003) recommends the use of separate ratings of men and women 
aged 70 to 85 years to allow the results to be further differentiated from the 
original “old person” descriptions that were used in the original scale.  Thus, 
participants were asked to take the scale twice, with a separate set of directions 
for describing a typical older male and a typical older female aged 70-85 years.  
Two sum scores (i.e., for the typical older male and for the typical older female) 
were included in the model.  Polizzi (2002) reports that ratings of older men had a 
Cronbach’s alpha of .97 and a test-retest reliability of .81; ratings of older women 
also had a Cronbach’s alpha of .97 and a slightly lower test-retest reliability of 
.79.  In the current sample, Cronbach’s alpha estimates for the ASD were in the 
highly acceptable range with .93 for the female version and .95 for the male 
version. 
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Following the items on the ASD scale, three additional items, shown in 
Appendix B were asked to clarify the description of the “typical” older adult man 
or woman that was imagined by the participant when completing the ASD items.  
First, participants were asked to describe the living situation of the older adult that 
they imagined by responding to the prompt “Which of the following most closely 
describes the living situation of the ‘typical’ older adult that you imagined: 
hospitalized, assisted living, living independently.”  Second, participants were 
asked to answer the following item related to activities of daily living (Katz, 
1963), “For the older adult that you imagined, how able was this person to care 
for themselves by doing things like bathing, dressing themselves, walking, 
toileting, and feeding?”.  Finally, participants responded to the following item 
concerning instrumental activities of daily living (Lawton & Brody, 1969), “How 
able was the older adult you imagined to complete activities like using the 
telephone, shopping by themselves, preparing their own food, taking care of their 
home, doing laundry, driving, taking medication, and handling finances?”.  
Participants had three options for each of these items, which will be coded as 
follows: 2 = older adult in good health, 1 = older adult in somewhat poor health, 
and 0 = older adult in rather poor health. 
 The OP scale, developed by Kogan (1961), is a 34-item assessment 
measuring negative attitudes toward older adults.  Each of the items is rated on a 
6-point Likert-scale with 1 meaning “strongly disagree” and 6 meaning “strongly 
agree.”  Sixteen of the 34 items on the OP scale are reverse scored (e.g., “Most 
old people are capable of new adjustments when the situation demands it.”).  
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Higher scores indicate greater negative attitudes toward older adults.  Unlike 
some of the other attitudinal measures, the OP does not measure positive attitudes 
toward older adults as a group and only focuses on negative or stereotypical 
attitudes.  Kogan reported that the OP scale was significantly correlated with 
negative feelings toward minority groups (subscales r = .21 to.25) and people 
living with physical disabilities (subscales r = .21 to .33).  According to Kogan, 
odd and even numbered items were shown to have reliability estimates ranging 
from .66 to .85.  In the current sample, Cronbach’s alpha reliability was found to 
be .67 for the OP scale. 
The revised version of the FSA scale was used in the current study (Rupp, 
Vodanovich, & Credé, 2005).  The FSA is one of the few attitudinal measures 
designed specifically to measure the concept of ageism.  Fraboni, Saltstone, and 
Hughes (1990) originally developed the scale, conceptualizing ageism as 
antagonism, avoidance of older adults, and discrimination towards older adults as 
a group.  The FSA scale further used Butler’s (1969) definition of ageism as a 
guide to the development of items, as well as Allport’s (1958) view of ageism.  
The revised version of the scale created by Rupp et al. contains 26 of Fraboni et 
al.’s original 29 items. The items are on a 4-point Likert scale, with 1 meaning 
“strongly disagree” and 4 meaning “strongly agree.” Five items on the revised 
version of the FSA scale are reverse scored (e.g., “It is sad to hear about the plight 
of the old in our society these days.”). 
Fraboni et al.’s (1990) original FSA scale was developed using a sample 
of 231 participants, approximately half of whom were university students and half 
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were professionals of various backgrounds (e.g., salesman, mechanics, social 
workers).  The participants were approximately 31.2 years of age on average and 
had about 14.2 years of education on average.  The original findings indicated the 
scale had a Cronbach’s alpha reliability of .86.  Divergent validity was 
demonstrated by Fraboni et al. with negative correlations with the Facts on Aging 
Scale (r = -.28) and the Acceptance of Others Scale (r = -.22).  Rupp et al. (2005) 
confirmed the original three-factor structure of the FSA reported by Fabroni et al. 
with the following factors: Stereotypes (“Many old people are stingy and hoard 
their money and possessions”), Separation (“I sometimes avoid eye contact with 
old people when I see them”), and Affective Attitudes (“The company of most old 
people is enjoyable”).  Rupp et al. also report that each of the subscales was 
significantly correlated with the ASD and OP scales.  Cronbach’s alpha 
coefficients of .79, .76, and .70 were reported by Rupp et al. for the Stereotypes, 
Separation and Affective Attitudes subscales respectively.  In the current sample, 
Cronbach’s alpha reliability was .84 for the FSA scale. 
Contact with Older Adults.  Level of contact with adults over the age of 
65 was assessed using a modified version of the Yuker and Hurely (1987) Contact 
with Disabled Persons (CDP) Scale. The original CDP was developed to measure 
overall contact with persons with disabilities; the modified version (see Appendix 
C) used in this study replaced the phrase “disabled persons” with “older adults” in 
each item.  The contact scale includes a total of 20 items measured on a 5-point 
Likert scale, with 1 meaning “never” and 5 meaning “very often,” and scores on 
range from 20 to 100.  Additionally, 11 items assessing quality of contact for 
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specific types of interactions with older adults were created.  These quality of 
contact items are measured on a 3-point scale (negative, neutral, or positive). 
The original CDP scale was developed using a sample of 656 participants 
including nurses, conference attendees, and graduate students in psychology.  The 
CDP scale has been correlated with the Attitudes Toward Disabled Persons 
(ATDP) scale (r = .40).  Yuker and Hurley (1987) report split-half reliability 
coefficient of .93 and median alpha coefficient of .92 for the original CDP scale.  
The data from the current study will be used to calculate reliability estimates for 
the modified version of the CDP scale as well as the convergent validity of the 
scale via its correlation with the OP scale.  Reliability for the CDP in the current 
sample was in the high range, with a Cronbach’s alpha coefficient of .90.  The 
modified version of the CDP was also found to significantly negatively correlate 
with the OP scale in the current sample (p < .001, r = -.55), showing evidence of 
divergent validity. 
Interest in working with Older Adults.  Interest in working with older 
adults was assessed with six self-report items modeled from the items included on 
Qualls et al.’s (2002) survey, which assessed interest in working with older adults 
in a group of practicing psychologists.  Using a 7-point Likert type scale, with one 
indicating “strongly agree” and seven indicating “strongly disagree,” participants 
were asked to respond to the following six self-report items: (1) “I am interested 
in issues related to aging and older adulthood.”, (2) “I would like to get more 
graduate training on issues related to working with clients over the age of 65.”, (3) 
“I would like to have counseling clients over the age of 65 during my practicum 
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or internship experiences.”, (4) “I plan to work with at least some adults over the 
age of 65 after I receive my degree.,” (5) “I plan to specialize in working with 
clients over the age of 65.”, and (6) “I plan to receive continuing education on 
working with clients over the age of 65 after I receive my degree.”  Responses to 
the six items are summed to create a total score with possible values ranging from 
1 to 42.  Cronbach’s alpha reliability for the interest items was .91 for the current 
sample. 
Empathy.  Empathy was measured using the Interpersonal Reactivity 
Scale (IRI) developed by Davis (1980).  The IRI includes 28 self-report items. 
The IRI has four subscales according to Davis’ original work: (1) Perspective 
Taking (the ability to understand the perspective of another person), (2) Empathic 
Concern (the experience of warm or compassionate thoughts toward another 
person), (3) Fantasy (being able to take on the feelings of characters in movies or 
books), and (4) Personal Distress (one’s feelings of distress upon hearing the 
experiences of another person).  A total of nine items on the IRI scale are reverse 
scored (e.g., “When I see someone get hurt, I tend to remain calm.”).  
The IRI has been shown to be significantly correlated with social 
functioning, self-esteem, emotionality, and sensitivity to others. According to 
Davis (1980), internal reliabilities for each of the subscales range from .71 to .77, 
while the test-retest reliabilities range from .62 to .71.  Cronbach’s alpha 
reliability estimates for the current sample were as follows: .75 for the Fantasy 
Scale, .71 for the Empathic Concern Scale, .69 for the Perspective Taking Scale, 
and .78 for the Personal Distress Scale. 
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Multicultural Competence.  The Munroe Multicultural Attitude Scale 
Questionnaire (MASQUE; Munroe & Pearson, 2006) was used to measure 
multicultural competence.  The MASQUE includes a total of 18 items, with each 
item scored on a 6-point Likert scale, with 1 meaning “strongly disagree” and 6 
meaning “strongly agree.” Five reverse scored items are included on the scale 
(e.g., “I do not understand why people of other cultures act differently.”)  The 
MASQUE has three subscales: (1) Know, (2) Care, and (3) Act.  The Know 
subscale includes a total of seven items assessing cognitive understanding of 
multicultural issues (e.g., “I know that gender based inequities exist”).  The Care 
subscale is made up of six items measuring empathy or overall sensitivity to 
multicultural issues (e.g., “I am sensitive toward people of every financial 
status.”).  The Act subscale includes five items measuring reactions to 
multicultural issues (e.g., “I do not take action when witnessing bias based on 
people’s preferred sexual orientation.”).  According to Munroe and Pearson, 
Cronbach’s alpha coefficient of .80 was found for the MASQUE total score.  
Cronbach’s alpha coefficients for each of the subscales were as follows: .70 
Know, .70 Care, .58 Act.  Divergent validity for the MASQUE has been shown 
with the Marlowe-Crowne Social Desirability Scale.  In the current study, 
Cronbach’s alpha reliability estimates were calculated for each of the following 
subscales: .78 Know, .43 Care, and .60 Act. 
Universal Diverse Orientation.  UDO includes thought processes, 
behaviors, and emotional connection with individuals from diverse groups 
(Fuertes, Miville, Mohr, Sedlacek, & Gretchen, 2000).  The Miville-Guzman 
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Universality-Diversity Scale-Short (M-GUDS-S; Fuertes et al., 2000) was used to 
measure UDO. The M-GUDS-S is comprised of 15 self-report items on a 6-point 
Likert scale with 1 meaning “strongly disagree” and 6 meaning “strongly agree.” 
A total of four items on the M-GUDS-S are reverse scored (e.g., “I am only at 
ease with people of my race.”).  The items on the M-GUDS-S were taken from 
the full M-GUDS scale (Miville et al. 1999), which consisted of 45 total items.  
Miville et al. (2000) report that the M-GUDS full scale is significantly correlated 
in a positive direction with measures of racial identity, empathy, healthy 
narcissism, feminism, and androgyny.  Additionally, significant negative 
correlations were found with homophobia and dogmatism measures. 
The M-GUDS-S has been shown to have a three-factor structure (Fuertes 
et al., 2000): Diversity of Contact (Items 1, 4, 7, 10, 13; “I am interested in 
knowing people who speak more than one language”), Relativistic Appreciation 
(Items 2, 5, 8, 11, and 14; “It’s often hard to find things in common with people 
from another generation”), and Comfort with Differences (Items 3, 6, 9, 12, 15; “I 
am comfortable getting to know people from different countries”).  The current 
study conceptualizes UDO as a latent variable, utilizing the three-factor structure 
of the M-GUDS as multiple indicators of this construct.  Reliability for the M-
GUDS full scale has been shown to range from .89 to .95.  Reliability estimates 
for the M-GUDS-S form used in the current study range from .77 (Fuertes et al., 
2000) to .95 (Adams, 2009) for the total score.  Fuertes et al. additionally report 
reliabilities of .82 for the Diversity of Contact subscale, .59 for Relativistic 
Appreciation, and .92 for Comfort with Differences.  Cronbach’s alpha reliability 
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coefficients were as follows in the current sample for the UDO scale: Total Score 
.72, Diversity of Contact .72, Relativistic Appreciation .69, and Comfort with 
Differences .63. 
Social Desirability.  The Marlowe-Crowne Social Desirability Scale 
Form C (MCSD-C; Crowne & Marlowe, 1960; Reynolds, 1982) will be used to 
assess the tendency for participants to respond in a socially desirable, or less than 
honest, way.  The MCSD-C includes 13 items to which the participant responds 
either “true” or “false”.  Scores on the MCSD-C range from 0 to 13.  Item 
numbers 5, 9, 10, 11, and 12 are reversed scored.  Higher scores on the MCSD-C 
indicate that the participant endorsed a greater number of socially desirable 
responses.  According to Reynolds (1982), the MCSD-C has been shown to have 
a reliability estimate of .76.  According to Reynolds, validity has been 
demonstrated for the MCSD-C with a positive correlation to the Edwards Social 
Desirability Scale.  In contrast to prior values reported, Cronbach’s alpha 
reliability in the current sample was in the low range with a value of .20. 
Validity Items.  To protect against random responding, four validity items 
were interspersed throughout the survey.  Participants responded to items such as 
“Please respond with number 4 now.”  Only those participants who responded 
correctly to at least three out of the four items were included in the final sample.  
As noted previously, approximately 32% (n = 123) of those who initially accessed 
the survey were removed as they did not meet this criterion with 80 participants 
(21%) not answering any validity items at all and 43 participants (11%) not 
answering at least 3 out of 4 survey validity items correctly. 
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Procedure 
The sample was obtained via e-mail solicitation of training directors and 
program coordinators in clinical psychology, counseling psychology, marriage 
and family therapy, and social work programs.  Program directors were asked to 
forward an e-mail message containing the link to the online survey to students in 
their respective programs.  Participants who followed the e-mail link were taken 
to the Survey Monkey website to complete the survey.  The first page of the 
survey served as an informed consent form, explaining eligibility requirements, 
the study purpose, participant rights, and how to contact the researcher.  Those 
participants who chose to complete the survey were informed that every 50
th
 
participant would receive one of up to four $25 ITunes gift cards.  Of the 266 
participants that completed the survey, 189 (71%) chose to enter their e-mail 
address and three ITunes giftcards were distributed.  Each of the three winners 
were notified via e-mail.  The measures were presented to participants in the 
following order: demographic measure, ASD, Contact scale, interest items, Kogan 
scale, M-GUDS-S, FSA, MASQUE, IRI, and the MCSD-C.  A validity item was 
included after each of the following four measures: the ASD scale, the Kogan 
scale, the MGUD-S, and the IRI. 
E-mail solicitations were sent to 632 programs --- 229 programs in clinical 
psychology, 67 programs in counseling psychology, 227 programs accredited by 
the Council for Accreditation of Counseling and Related Educational Programs, 
78 programs in marriage and family therapy, and 31 programs in clinical social 
work.  A total of 14 programs confirmed that the e-mail solicitation had been sent 
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to their students.  An additional e-mail, requesting information on the 
approximate number of students who had received the study solicitation, was also 
sent to all programs.  A total of 50 programs responded with estimates of how 
many students were reached by the e-mail advertisement.  Based on the estimates 
provided by programs, at least 3,711 students were reached by the study e-mail, 
suggesting that roughly 7% of eligible students responded to the survey. 
Pilot Study 
A pilot study was conducted in November 2010 with two main purposes. 
First, this study included a large number of measures in order to facilitate the use 
of structural equation modeling; thus, the time commitment by participants 
needed to be assessed.  Second, little previous literature had examined the 
intervariable relationships in the current research project in a sample of 
counseling trainees.  Sutton, Caskie, and Berkowitz (2011) found that completion 
of all of the measures included on the survey took participants an average of 
22.55 minutes (n = 22).  Of the 25 total participants who initially accessed the 
study, 1 dropped out after completing the demographics measure, and 2 more 
participants dropped out after finishing the first two scales, the ASD, and contact 
measures.  A total of 88% of the participants who accessed the survey completed 
it in full. 
Sutton et al. (2011) found significant correlations between many of the 
variables of interest in the current research project.  Greater interest in working 
with older adults was significantly correlated with increased contact with this age 
group (r = .540, p = .006), fewer negative attitudes toward older adults (r = -.454, 
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p = .034), greater universal diverse orientation (r = .548, p = .010), and increased 
empathy (r = .466, p = .038).  Increased contact was significantly correlated with 
greater positive evaluations of older adults (r = .490, p = .015) and reduced 
ageism (r = -.512, p = .021).  Higher levels of empathy were linked with greater 
UDO (r = .662, p = .001), reduced ageism (r = -.476, p = .034) and increased 
multicultural attitudes (r = .482, p = .031).   
Data Analysis 
Structural equation modeling (SEM) was used to analyze the data in the 
current study.  The analysis was conducted using Amos 18.0 software (Arbuckle, 
2009).  According to Fassinger (1987), SEM allows for the simultaneous testing 
of multiple hypotheses as well as the examination of more complex systems of 
equations than those allowed by multivariate linear multiple regression.  
Additionally, latent variables, or unobserved constructs, can be specified within 
the SEM framework with multiple indicators.  Given these advantages, SEM was 
chosen for the current analysis to test the complex relationships between variables 
in the hypothesized model shown in Figure 1. 
The exogenous side of the model included latent variables for Universal 
Diverse Orientation and Contact.  Parceling was used to create multiple indicators 
for the Contact latent variable using the items from the Contact with Older Adults 
measure (Hall, Snell & Foust, 1999).  Using the item to construct balance method 
outlined by Little, Cunningham, Shahar, and Widaham (2002), four parcels were 
created for the latent variable of Contact using the following process: (1) specify 
and estimate a one-factor structural equation model with the scale items as the 
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indicators, (2) assign the items with the highest estimated loadings to each of the 
four parcels (i.e., the highest loaded item is assigned to parcel 1, the next highest 
item to parcel 2, etc.), (3) assign the four next highest loaded items in the opposite 
order starting with the parcel that had been previously assigned the lowest loaded 
item from the previous set (i.e., the highest loaded item of this second set of 4 is 
assigned to parcel 4), and (4) repeat this procedure until all of the scale items are 
assigned to a parcel. 
The latent construct Universal Diverse Orientation used the three 
subscales from the M-GUDS-S scale as the multiple indicators.  On the 
endogenous side of the model, Empathy, Multicultural Competence, and Attitudes 
Toward Older Adults were specified as latent constructs, while interest in working 
with older adults was operationalized as a single indicator variable.  Empathy 
utilized four indicator variables --- the four subscales from the IRI.  The three 
subscales of the MASQUE were used as multiple indicators of multicultural 
competence.  Attitudes toward older adults were measured using total scores from 
the ASD, the OP, and the FSA scales.  The ASD included two total scores, one for 
male and one for female older adult targets.  Error terms for these two total scores 
were correlated.   
The fit of the model was determined using several indices. First, the chi-
square test was used to indicate model fit.  Several additional fit indices were used 
to determine model fit, including: the Tucker-Lewis index (TLI), the comparative 
fit index (CFI) and the root mean square error of approximation (RMSEA). The 
following criteria were used to indicate a well-fitting model: a non-significant chi-
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square test, TLI and CFI greater than or equal to .95, and RMSEA less than or 
equal to .05 (Bentler & Bonett, 1980; Schumacker & Lomax, 2004). 
In addition to the full model shown in Figure 1, Figure 2 depicts a reduced 
model in which three paths are removed from the original model.  Specifically, 
the paths from empathy to multicultural competence, multicultural competence to 
attitudes about older adults, and empathy to interest in working with older adults 
were removed in the comparison model, as the relationships between these 
variables have been explored very little in the existing literature.  Given that this 
reduced model is nested within the full model, a model comparison was made 
using the chi-square difference test to determine whether removal of these paths 
from the model significantly changes model fit. 
To account for missing item-level data, a criterion was selected a priori 
that participant data for any partially completed scale would be dropped if more 
than 25% of the items for that scale were missing.  However, no participants in 
the final sample were missing more than 25% of items for any scale that was at 
least partially completed.  Fourteen participants did not complete an entire scale 
and, as a result, had a missing value for the score calculated for that scale.  In 
contrast, for participants meeting the criterion on a partially completed scale, the 
scores for that scale were calculated by prorating the total score by the number of 
non-missing items on the scale to account for missing items. 
The full information maximum likelihood (FIML) estimation method, 
which can estimate model parameters under the statistical assumption that any 
missing data values are missing at random, was used in the SEM analysis (Enders 
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& Bandalos, 2001).  This estimation allows all participants who have provided 
data at the minimum criterion level per scale to be included in the analysis, rather 
than deleting participants who have completed some but not all measures.  Thus, 
the entire sample of 266 was used for the initial estimation of the models.  
However, modification indices (MIs), which are used to provide a guide toward 
model modification, can only be obtained with complete datasets. Thus, to obtain 
the MIs, a subsample of 252 representing only the participants who had complete 
data in the full sample was used to generate possible modifications for the full 
sample’s model.  Subsequent to any modifications, the chi-square difference test 
was calculated to determine if the model modifications significantly changed the 





Descriptive statistics for the variables of interest in the current study are 
shown in Table 5.  Examination of descriptive statistics for the sample showed 
that the variables were generally normally distributed.  Only the Know subscale 
from the MASQUE had skewness (-2.22) and kurtosis (6.43) values outside of the 
expected ranges (–2 to +2; Lomax, 2001), however, kurtosis estimates for this 
subscale did meet the more liberal criteria suggested by West, Finch, and Curran 
(1995) of – 7 to +7 for kurtosis.  Because the Know subscale of the MASQUE 
was only slightly outside of the range of normal distribution, thus, no 
transformations were made to this variable. 
Responses for descriptions of the “typical older adult” imagined for the 
FSA scale measure indicated that the large majority of participants said that the 
elder they had imagined was living independently (78.6%), while fewer said that 
they had imagined an elder who was in an assisted living situation (20.3%) or 
who was hospitalized (1.1%).  When completing daily activities like bathing, 
dressing or walking, most participants reported that they imagined an older adult 
who was “very able to care for themselves” (58.6%), while fewer participants 
endorsed imagining someone who “needs some assistance” (38%), and a small 
number said that the elder they had pictured was “quite unable to care for 
themselves” (3.4%).  When asked about instrumental activities of daily living like 
preparing food and handling finances, most participants said that the older adult 
they imagined “needs some assistance” (53.8%), while a large group said the 
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elder they imagined “was able to complete all these activities themselves” 
(44.4%), and few participants said that the senior they thought of was “not able to 
complete these activities alone” (1.5%). See Appendix E for descriptions of 
imagined older adults tabled by the participants’ ethnicity and gender. 
Table 6 shows the percentage of responses for the descriptions of types of 
contact with older adults on the contact scale.  Based upon the responses of 
participants, it appears that the majority described their contact with older adults 
as being mainly positive in nature, with very few participants describing negative 
interactions. 
Contact Variable Parceling 
Four parcels were created for the Contact scale using the process detailed 
by Little et al. (2002) and described previously in Chapter III. First, a single 
construct model was estimated with the 20 scale items specified as the indicator 
variables of a single underlying factor (χ2(170) = 915.05, TLI = .64, CFI = .71, 
RMSEA = .13).  See Table 7 for standardized regression estimates for the items 
from this model.  Item 14 was not significantly related to the latent construct; 
however, all other regression weights on the relevant latent construct were 
significant. Standardized regression weights for the items ranged from .07 to .78.  
The four highest loaded items (i.e., items 1, 19, 5, and 13) were initially assigned, 
in that order, to the four parcels.  The next four highest loadings (i.e., for items 3, 
15, 18, and 6) were assigned, beginning with the fourth parcel that had been 
previously assigned the lowest loaded item from the first set.  This procedure was 
repeated until all of the scale items were assigned to a parcel. 
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Bivariate Correlations 
The bivariate correlations for the variables included in the structural 
equation model (shown in Table 8) generally showed the expected patterns, with 
some exceptions.  Results for each of the contact parcels showed that greater 
contact was significantly correlated with increased interest in working with older 
adults and fewer negative attitudes toward this group as measured by the ASDF, 
the ASDM, the FSA and the OP scales (all ps < .001). 
Each of the UDO subscales were significantly correlated with the 
subscales of the MASQUE, suggesting that greater openness to new experiences 
was related to increased self-rated multicultural attitudes.  The UDO subscales 
were not significantly related to attitudes toward older adults.  The realistic 
appreciation subscale of UDO was significantly positively linked with the 
empathic concern (p = .004), fantasy (p = .04), and perspective taking (p = .008) 
subscales of the IRI.  The diversity of contact subscale of UDO was significantly 
positively related to the IRI perspective taking (p = .008) and personal distress 
subscales (p = .02), and the comfort with differences UDO subscale was also 
related to these two IRI measures (p = .02 and p < .001 respectively).  These 
results suggest that greater diverse contact with others and comfort with the 
differences between people was related to increased greater perspective taking 
and increased personal distress. 
The empathic concern subscale of the IRI was significantly correlated 
with the Act, Know (both ps < .001), and Care (p = .003) subscales of the 
MASQUE, suggesting that greater empathic concern was linked with increased 
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multicultural attitudes.  The personal distress subscale of the IRI was significantly 
related to each of the MASQUE subscales (all ps < .001), with greater personal 
distress being related to decreased multicultural attitudes.  The perspective taking 
subscale of the IRI was significantly linked with the Act (p = .002), Know, and 
Care (both ps < .001) subscales of the MASQUE, with greater ability to take the 
perspectives of others being related to increased multicultural attitudes.  The 
fantasy subscale of the IRI was not significantly related to the subscales of the 
MASQUE. 
The Know, Care, and Act subscales of the MASQUE were significantly 
related to scores on the FSA and OP scales (p < .001), suggesting that increased 
multicultural attitudes were predictive of fewer ageist beliefs.  No significant 
relationships between the subscales of the MASQUE of the ASDF and ASDM 
scales were found, however.  Interest in working with older adults was 
significantly related with each of the FSA, OP, ASDF, and ASDM scales (all ps < 
.001), suggesting that greater interest in working with seniors was related to fewer 
negative attitudes toward older adults. 
Correlations between each of the study variables and the MCSD-C were 
also examined to determine the influence of socially desirable responses.  The 
MCSD-C was significantly correlated with parcels 2 (r = .21, p = .001) and 3 (r = 
.15, p = .02) of the contact scale, with greater contact predicting increased 
desirable responding. The MCSD-C was also significantly correlated with 
increased interest in working with older adults (r = .16, p = .01), greater empathic 
concern (r = .19, p = .002), and increased multicultural action (r = .21, p = .001).  
 65 
Significant negative correlations were also found between the MCSD-C and the 
OP scale (r = -.21, p = .01), the FSA scale (r = -.27, p = .01), and the personal 
distress (r = -.13, p = .04) and fantasy subscales (r = -.16, p = .009) of the IRI.  
Thus, participants who reported more socially desirable responses were more 
likely to report having had more contact with seniors, having a greater interest in 
working with the older adult population, being more empathetic toward other 
people, and having greater multicultural competence; they were also less likely to 
report negative attitudes towards older adults as measured by the OP and FSA 
scales, and lower levels of empathic personal distress and fantasy.  Given the 
several significant associations between the MCSD-C and the variables of interest 
in this study, it was decided that a post hoc analysis of the most acceptable model, 
in which MCSD-C was included as a control variable, would be conducted. 
Model Analysis 
First, both the full model and the reduced model were estimated.  The fit 
statistics for the full model (2(140) = 270.14, p < .001, TLI = .89, CFI = .92, 
RMSEA = .06) did not meet the criteria for good fit that were specified a priori --- 
specifically, a non-significant chi-square test and values of .95 or greater for TLI 
and CFI and .05 or less for RMSEA (see Table 9 for model fit indices).  However, 
the CFI value did meet the less stringent criteria set forth by Weston and Gore 
(2006), who recommend a cut-off value of .90 or greater for the CFI when the 
sample size is below 500 and when the model is not overly complex in nature.  In 
addition, the model also meets the similarly more liberal RMSEA standards of 
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Browne and Cudeck (1993), who suggested that values in the range of .06 to .08 
indicate acceptable fit to the data. 
The reduced version of the hypothesized model that was proposed, in 
which the paths from empathy to multicultural competence, multicultural 
competence to attitudes toward older adults, and empathy to interest in working 
with older adults were removed, did not converge, and results could not be 
obtained under this model specification.  Thus, the full model was utilized as the 
base model in all further analyses.  See Tables 10 and 11 for standardized path 
estimates for the full model.  However, because the full model as specified a 
priori only approached criteria for good fit to the data, but did not fully meet the 
more stringent model fit criteria, model modification indices were generated and 
examined in order to determine whether or not model fit could be improved. 
Modification Indices Analysis 
In order to obtain model modification indices, an additional analysis was 
conducted in which the 14 participants in the sample who had missing data were 
removed, creating a complete dataset of 252 participants.  Several correlated 
residuals were suggested by the modification indices (see Table 12).  Only the 
correlation suggested between the error term for the empathic concern subscale of 
the IRI and the error term for the personal distress subscale of the IRI had any 
empirical or theoretical support.  According to Davis (1980), both the empathic 
concern and personal distress components of the IRI were designed to measure 
the affective components of empathy, with the empathic concern scale measuring 
emotional reactions like warmth and compassion while the personal distress scale 
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measures personal feelings of discomfort and anxiety.  When substantial overlap 
exists in the method of measurement between two indicators of a latent construct, 
it is appropriate to specify correlated error terms (Quintana & Maxwell, 1999).  
An examination of the items on each of these scales demonstrates a great deal of 
overlap in the method of measurement for an individual’s affective responses. The 
remaining modification indices represented additional regression paths; however, 
none of these paths appeared to have an empirical basis (see Table 13).   
Modified Model Results 
A modified model was estimated, in which the correlation between the 
error term for the empathic concern subscale and the error term for the personal 
distress subscale of the IRI was added (see Figure 3 for a visual representation of 
the modified model).  As shown in Table 9, the chi square test was significant for 
the modified model, although the TLI of .91 and CFI of .94 were within the 
acceptable .90 range, and the RMSEA of .05 met the criterion value specified a 
priori.  The chi-square difference test (χ 2(1) = 25.95, p <.001) indicated that 
adding the correlated error term between empathic concern and personal distress 
resulted in significantly better model fit relative to the full model.  Thus, it was 
determined that the modified model was the best overall fit to the data.  See 
Tables 14 and 15 as well as Figure 3 for standardized path estimates from the 
modified model. 
Post Hoc Analysis Including Social Desirability Control 
The MCSD-C was included in the modified model as a predictor of 
empathy, attitudes toward older adults, interest in working with this population, 
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and multicultural competence, in order to control for the impact of this variable on 
the relationships found in the full model.  Results for the modified version of the 
model including the MCSD-C showed slightly decreased model fit; however, the 
TLI, CFI, and RMSEA all met the less stringent criteria for acceptable fit (χ2(152) 
= 274.97, TLI = .90, CFI = .93, RMSEA = .06). The addition of control variables 
with smaller sample sizes can result in reduced model fit, as the addition of 
controls creates the need for a larger sample than that suggested by initial power 
analysis (Becker, 2005). 
Path estimates indicated no significant relationship between the MCSD-C 
and empathy, interest, attitudes or multicultural competence.  The covariance 
between contact and the MCSD-C was significant (β = .16, p = .016), however, 
the covariance between the MCSD-C and UDO was non-significant.  Significant 
relationships remained between UDO and empathy (β = -.59, p < .001), 
multicultural competence and empathy (β = -.56, p = .01), contact and attitudes 
toward older adults (β = -.35, p < .001), and contact and interest in working with 
older adults (β = .23, p < .001).   
Given the very similar pattern of results obtained when controlling for the 
MCSD-C to those presented in Tables 14 and 15 for the modified model, it was 
assumed that the modified model as a whole was not substantially impacted by 





Summary of Findings 
The current study used structural equation modeling to examine a complex 
hypothesized model (see Figure 1) of the relationships among trainees’ attitudes 
toward older adults, interest in working with older adults, contact with older 
adults, multicultural competence, UDO, and empathy.  Although a reduced 
version of the proposed model (see Figure 2) did not converge and was not 
interpretable, the full version of this hypothesized model approached good fit to 
the data.  To improve the fit of the model, one modification was made to the full 
model, in which a correlated error was added between the empathic concern and 
personal distress subscales of the IRI.  This modified model provided the best 
overall fit to the data and met more liberal criteria for model fit set forth in the 
literature (e.g., Browne & Cudeck, 1993; Weston & Gore, 1996), but did not meet 
the most stringent criteria for model fit.  Given that the sample size used in the 
current analysis included fewer than 500 participants and the model tested was not 
overly complex, however, it was determined that the modified model represents 
an acceptable fit to the data (Weston & Gore, 2006). 
Path estimates from the modified model provide some insight into the 
hypothesized relationships between the variables of interest in the current study.  
First, as expected, increased contact was a significant predictor of more positive 
attitudes toward older adults and greater interest in working with this population.  
Second, the hypothesis that greater empathy would predict increased multicultural 
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counseling competence was supported; however, contrary to expectations, 
empathy was not a significant predictor of negative attitudes toward seniors or 
interest in working with this population. Similarly, the third hypothesis was only 
partially supported, with increased UDO found to be a significant predictor of 
greater empathy; however, greater UDO was not found to be significantly related 
to increased multicultural counseling competence, more positive attitudes about 
older adults, or greater interest in working with older adults as was previously 
predicted.  The fourth hypothesis, that greater multicultural competence would 
predict more positive attitudes about elders, was not supported in the current 
study.  However, as predicted by the fifth hypothesis, more positive attitudes 
toward older adults were found to significantly predict increased interest in 
working with seniors. 
Contact as a Predictor of Attitudes Toward Older Adults and Interest in 
Working With Older Adults 
A major finding of the current study is that increased contact with seniors 
may be an important predictor of counseling students’ overall attitudes toward, 
and interest in working with, older adult clients.  As in previous research on the 
interactions of younger and older adults (Harwood et al., 2005), contact with the 
older adult population was significantly related to both fewer negative attitudes 
toward seniors and greater interest in working with this group.  In fact, contact 
with older adults was found to be the only significant predictor of the main 
outcomes variables of interest in the present study, attitudes towards older adults 
and interest in working with this population.  These findings point to important 
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implications for training programs in counseling, as contact may be one of the 
most changeable aspects of a student’s graduate training experiences.   
 These results also reiterate the importance of contact as previously shown 
in the literature on altering ageist attitudes (Mason & Sanders, 2004).  It is 
possible that this relationship functions in a similar manner to previous research 
on majority group contact with members of minority groups and subsequent 
attitude change (Caspi, 1984; Spanierman, Neville, Liao, Hammer, & Wang, 
2008) suggested by the contact hypothesis (Allport, 1954).  As the outgroup 
member engages in contact with the minority group, perceived stereotypes about 
the minority group begin to decrease.  Following this contact, increased positive 
attitudes and fewer stereotypes may result (Hewstone & Brown, 1986).  
Attitudes Toward Older Adults as a Predictor of Interest in Working With 
Older Adults 
More positive attitudes toward older adults were found to significantly 
predict increased interest in working with seniors, as was previously 
hypothesized.  Little research has focused specifically on the connection between 
existing attitudes toward older adults and interest in working with this population.  
Several studies have shown that educational interventions designed to increase 
student knowledge related to working with the older adult population and 
decrease pre-existing stereotypes have resulted in increased interest in working 
with the older adult age group, however (e.g., Happell & Brooker, 2001; Varkey, 
Chutka, & Lesnick, 2006).  Thus, it is important that mental health practitioners 
work toward changing their existing stereotypes and negative attitudes toward the 
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senior population, in order to increase their overall level of interest in working 
with older adult clients. Increased interest in working with older adult clients is 
likely to result in a greater number of mental health professionals who have, or 
are willing to have, older adult clients on their case loads or choose to specialize 
in working with this age group.  Given the projected growth in the older adult 
population in the next decade and the resulting increase in the number of older 
adults in need of psychological services (Halpain et al., 1999; Qualls et al., 2002), 
expanding the number of mental health professionals who are interested and 
prepared to work with these clients is essential.   
Empathy as a Predictor of Multicultural Competence 
As hypothesized, greater empathy was found to be related to increased 
multicultural competence.  This finding is similar to existing literature in the field 
of counseling that has linked increased empathy and greater multicultural 
competence in graduate students in counseling (Constantine, 2000).  Some past 
research has also shown that greater empathy for outgroup members may be 
related to decreased prejudice toward the outgroup (Stephan & Finlay, 1999).  
This finding supports the importance of continuing to enhance overall empathy in 
counseling training, in order to strengthen multicultural counseling competence in 
trainees.  Increasing counselor empathy and multicultural competency is likely to 
result in improved counseling outcomes (Sue, 1998). 
UDO as a Predictor of Empathy 
Greater UDO was a significant predictor of increased empathy, as was 
originally hypothesized.  This finding is consistent with previous research 
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conducted with graduate students in counseling (Miville, Carlozzi, Gushue, 
Schara & Ueda, 2006).  Empathy has been shown to be an important predictor of 
outcomes in counseling across multiple research studies on psychotherapy (e.g., 
Lambert & Dean, 2001; Norcross & Wampold, 2011).  Thus, this finding suggests 
that increased UDO may be an important quality in counseling trainees, as it is 
predictive of greater empathy within this group. 
Implications for Training of Counselors 
The current research study has important implications for the training of 
students in the field of counseling.  Training programs may seek to enhance the 
amount of contact that students have with older adults by increasing the 
availability of experiences such as practicum training or volunteer work with this 
age group.  Increasing field experiences with older adults has been shown to have 
a positive impact on attitudes toward older adults in both pastoral counseling 
students (Heyman et al., 2005) and social work trainees (Mason & Sanders, 
2004).   
It is also possible that increasing classroom experiences focused on older 
adults, such as in class discussions of older adult issues or utilizing older adult 
speakers, may be helpful in altering negative attitudes.  Creating classroom 
experiences related to older adults has been shown to be an effective way of 
increasing positive attitudes in both medical students (Wilson & Hafferty, 1980) 
and undergraduates (Ragan & Bowen, 2001), and it seems likely that such 
techniques would be useful with counseling trainees as well.  Thus, counseling 
training programs might want to consider adding specific courses or specialty 
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tracks that are focused on geropsychology, as has been previously suggested in 
the literature (Qualls et al., 2002). 
Increasing graduate education related to working with older adults and 
fieldwork opportunities to interact with this age group when training new 
counselors may open the doors to more students becoming interested in 
specializing in working with the senior population after they graduate.  
Additionally, students who choose to become general practitioners of counseling 
may feel more comfortable in increasing the number of older adult clients on their 
caseloads.  These changes are likely to be helpful in alleviating the potential 
discrepancy in coming years between number of graduates in counseling who 
choose to work with older adults and numbers of seniors in need of mental health 
care (Knickman & Snell, 2002).  
Study Limitations 
The current study has several important limitations that should be 
considered.  First, this study utilized a model modification strategy to produce a 
model that represented good fit to the data.  Model modification procedures 
should be viewed with some caution, however, as there is a danger of 
modifications being used to create data driven, rather than theory driven, models 
(Weston & Gore, 2006).  
The addition of the correlated error term from the empathic concern 
subscale to the personal distress subscale of the IRI appeared to have empirical 
support, as both of these measures tap into affective responses and utilize similar 
measurement strategies (Davis, 1980).  The use of correlated error terms has been 
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cautioned and greatly debated in past literature (e.g. Tomarken & Waller, 2003).  
According to Cole, Ciesla, and Steiger (2007), however, equal danger can exist in 
not including error terms that are appropriate due to similarities in the method of 
measurement that has been used.  Cole et al. argue that failing to include 
appropriate correlated residuals can result in misleading results when examining 
latent variables, as latent variables may be estimated in a method specific manner 
rather than a method free one.  Additionally, Cole et al. suggest that all 
correlations between residual error terms that make empirical sense should be 
included in the analysis.  Given that model modification indices were used to 
guide the decision to include the correlated error from empathic concern to 
personal distress, it will be important that the current model be replicated in the 
future in order to either confirm or disconfirm the current findings. 
Despite concerns in the literature about the use of model modifications, 
especially those that appear to be completely data-driven, only one modification 
that was deemed to have a theoretical basis was included in the present analysis, 
which is a strength of the current study.  Additionally, although the chi square test 
and the TLI did not fully meet the criteria chosen a priori for a well-fitting model, 
other indicators, such as the CFI and RMSEA, showed that the full model fit the 
data well.  Given the promise for good fit shown by the full model, as well as the 
similar findings between the full model and the modified model, concerns related 
to the use of model modifications in the current sample are minimal. 
A second potential limitation is that the present study used internet data 
collection as the only means of collecting information.  The response rate was 
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relatively low for the current survey based upon estimates provided by programs; 
however, lower response rates are typical of internet data collection (Kongsved, 
Basnov, Hjollund, & Holm-Christensen, 2007).  Additionally, it was not possible 
to verify that the number of students who were estimated to be reached by the e-
mail solicitation actually received the e-mail.  For example, some program 
directors who received the request may not have forwarded it, or students may 
have deleted the e-mail before reading more about the study.  Thus, the estimated 
response rate, while low, is likely a highly conservative estimate, and the 
percentage of students who received the email and subsequently responded would 
likely be higher. 
In a meta-analysis of the literature on e-mail survey use, Sheehan (2006) 
found that response rates have decreased with internet data collection in recent 
years, with higher response rates occurring in the early years of internet data 
collection.  This decline may be due to over-saturation of e-mail solicitations for 
potential participants, which may be especially true of graduate student 
populations.  According to Sheehan, increased length of online surveys was also a 
significant predictor of lower response rates, which may have impacted the 
current study, as it was estimated that the study measures took about thirty to 
forty minutes to complete.  Sheehan also reports that higher response rates were 
related to greater number of times that members of the survey population were 
contacted by the researcher.  The current study’s e-mail solicitation being sent to 
each program only once, with no follow-up e-mails sent, may have decreased the 
response rate. 
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Although internet data collection has been shown to yield fairly similar 
results to in person surveys (Stanton, 1998; Yun & Trumbo, 2006), it is possible 
that taking the survey online may have altered participant responses.  For 
example, the Survey Monkey website used to collect data in the current study 
does not limit the amount of time that users have to complete the measures.  Thus, 
participants may have taken extended time to complete the measures, such as 
several hours or even days, which may have influenced survey responses in 
comparison to volunteering in person to complete the survey. 
Despite the limitations associated with internet based research, according 
to Schleyer and Forrest (2000), the ease of creating web-based surveys and the 
enhanced ability to access particular populations outweigh the problems 
associated with this form of data collection.  These authors analyzed the results of 
a web-based survey in comparison to a paper-and-pencil version mailed to 
participants, finding that it was 38% less expensive to conduct a web-based 
survey, and the results of the two surveys did not show significant differences.  
Schleyer and Forest also report that participants using the web-based survey 
completed more items than those completing a paper-and-pencil version.  Given 
that it would be difficult to obtain mailing addresses for the national sample of 
counseling trainees used in the current study, the use of e-mail solicitations to 
training programs presented an answer to this dilemma.  Future research on the 
current topic is still needed, however, to compare the use of both online and in-
person surveys for trainees in the field of counseling. 
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The current research study utilized four validity items to protect the 
survey from participants who may have been randomly responding, an approach 
to protect from participant misbehavior in internet research suggested by Nosek 
and Banaji (2002).  Specifically, four items requesting that participants check a 
specific box at various points in the survey were included.  Given the absence of 
an experimenter being able to monitor the responses that are provided by 
participants in internet research, Nosek and Banaji suggest that the likelihood for 
participant deception may increase.  One approach to protecting from this 
problem is to provide items with a specific correct response in order to ensure that 
participants are engaged in internet survey material.   
In the current study, a large number of participants (n = 80) did not 
answer any of the validity items and were subsequently dropped from the 
analysis.  These participants likely accessed the survey, but did not provide any 
responses after determining the amount of effort that participation was likely to 
take.  A smaller number of participants (n = 43) did not answer at least 3 out of 
the 4 validity items included on the survey correctly.  The behavior of this group 
of participants is more difficult to determine, as some may have engaged in 
random responding, while others may not have given adequate attention to the 
survey items while they were responding, or have missed the validity items for 
other unknown reasons.  Nosek and Banaji (2002) report that participants may be 
more deceptive in internet versus laboratory research, as internet research 
provides fewer social cues and less personal responsibility for participant 
responses.  Although the concern that some participants who accessed the study 
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may have engaged in random responding remains, excluding this group of 
participants ensured that the data analyzed in the current study reflects only those 
participants who were fully attending to the material that was included on the 
survey. 
No existing literature has examined the number of validity items that 
should be used in internet based research surveys based on the length of the 
survey.  The current research study included four validity items; however, it is 
possible that additional validity items may have further protected from random 
responding.  No known standardized scale for validity in internet research has 
been developed, and future research is needed in order to develop a standardized 
scale for the protection from random responding.  Other approaches suggested by 
Nosek and Banaji (2002) to ensure the validity of internet based responses include 
repeating items that are specific to the individual (e.g., stating one’s birthday or 
occupation multiple times), requiring individual identifying information (e.g., a 
driver’s license number), or allowing participants to correct their responses by 
being able to check them a second time before their final responses are submitted.  
Future research should employ additional strategies to protect from random 
responding or other participant misbehavior when collecting data via the internet. 
Third, several exploratory paths in the modified version of the proposed 
model were non-significant.  The paths from empathy to attitudes toward older 
adults and interest in working with this population were both non-significant.  
Previous research had not examined the relationship between empathy and 
attitudes toward older adults or interest in working with this population.  Past 
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literature had shown links between empathy and attitudes toward other minority 
groups, however (e.g., Stephan & Finlay, 1999).  Thus, the link between empathy 
and the outcome variables in the current study seemed to be a reasonable 
extension of prior research.  Although it is possible that empathy might not be 
related to attitudes about older adults, the non-significant findings in the current 
model might also be explained by limitations in how empathy was 
operationalized.  One of the indicators of empathy, the Fantasy subscale, was non-
significantly related to the Empathy latent variable in this study.  Further 
investigation into the applicability of Fantasy for the measurement of empathy in 
a population of graduate students in counseling may be warranted.  Additionally, 
the measure used for empathy in the current study, the IRI, is a self-report 
inventory.  It is possible that students in counseling may either over or 
underestimate their level of empathy, particularly because this factor is often very 
emphasized in counselor training.  Future research using a more robust measure 
of empathy, or perhaps multiple measures of this construct, is needed.  For 
example, future research could utilize supervisor evaluations of trainees’ level of 
empathy toward their clients in addition to self-report measures.   
The paths from UDO to multicultural competence, attitudes toward older 
adults, and interest in working with this population were all non-significant.  This 
may be a result of the UDO construct having only a small relationship with 
attitudes toward aging and interest in working with seniors.  UDO was also 
assessed in the present analysis using an abbreviated version of the measure.  It is 
possible that the full version of the M-GUDS scale may have yielded different 
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results than those obtained in the current sample.  It was particularly surprising 
that UDO was not related to multicultural competence in the present analysis, as 
this differs from previous research that has shown strong links between UDO and 
multicultural counseling competence (Miville et al., 1999).  Thus, it is possible 
that the use of the full length M-GUDS scale should be utilized in future literature 
in this area. 
The exploratory path from multicultural competence to attitudes toward 
older adults was also non-significant in the present study.  Given that a single 
self-report inventory was used to measure multicultural competence, it is possible 
that students may have inaccurately reported their level of multicultural 
competence using this form.  A future research project could include additional 
indicators of multicultural competence, such as grades in a multicultural 
counseling class or fieldwork evaluations of multicultural competence.   
Two subscales of the MASQUE measure used in the current study to 
measure multicultural competence, the Care and Act subscales, had low reliability 
(.43 and .60, respectively) in the current sample, which may have resulted in the 
non-significant findings for the hypothesized paths between multicultural 
competence and attitudes toward older adults.  Both the Care and Act subscales of 
the MASQUE have only a small number of items (6 items and 5 items, 
respectively).  In situations like this, where a subscale has few items, Peterson 
(1994) indicates that it is more likely that lower estimates of reliability will be 
obtained.  Thus, future research should consider using a measure of multicultural 
competence that demonstrates higher levels of reliability. 
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The reliability value of .20 for the MCSD-C scale (13 items) was also in 
the very low range in the current study.  This low value suggests that participants 
may not have been consistent in their responses to the social desirability items 
included in the analysis.  Additional research may be advised to utilize the full 
version of the MCSD, rather than the shortened version utilized in the present 
study, in order to provide a more reliable measure of socially desirable 
responding.  Research is also needed to confirm the reliability of the MCSD as a 
measure of socially desirable responses in graduate students in counseling. 
An additional shortcoming of the currently available measures of 
multicultural competence is that they may not accurately reflect student’s level of 
competence in working with older adult clients.  Currently, most measures of 
multicultural competence, including the MASQUE scale used in the current study, 
do not include items specific to working with older adult clients.  Some 
researchers have recommended, however, that future measures of multicultural 
competence should address a clinician’s ability to work with clients with multiple 
identities, including individuals from a variety of age groups (Yali & Revenson, 
2004).  Future research is needed in order to address the changes that may need to 
be made to existing measures of multicultural competence.  
The current study also used a single indicator for interest in working with 
older adults.  No existing literature has developed a full scale in order to measure 
interest in working with older adults.  Future research using a multi-item scale 
that has been validated for use with counseling students may provide a richer set 
of results when assessing interest in working with seniors. 
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The present analysis utilized a hypothesized a priori model based on 
existing literature in the field of counseling on working with older adult clients.  
Though not investigated in the current analysis, it is possible that mediational 
relationships may exist between the variables of interest in the current study.  For 
example, although empathy was not found to have a direct link with attitudes 
toward older adults, level of empathy may mediate the link between contact with 
older adults and attitudes toward working with this population.  Given the limited 
research available on the links between these variables, however, mediational 
hypotheses were not specified a priori.  Additional exploratory research 
examining mediational pathways that were not included in the present analysis 
may be warranted in the future, however. 
A final limitation to be considered in the present study was the relatively 
small sample of participants and the limited amount of diversity represented by 
the sample in terms of their age, race, and sexual orientation.  Although the 
sample of 266 participants meets the minimum requirements suggested by the 
initial power analysis, a larger and more representative sample of counseling 
trainees could shed additional light onto the links between the variables included 
in this study.  Future research with larger samples may be used to either confirm 
or disconfirm the current findings. 
First, the sample included in the current analysis consisted mainly of 
counseling trainees whose age places them in young adulthood.  It is possible that 
perceived age differences between counselor trainees and older adult clients may 
influence attitudes toward older adults.  Past research has shown that perception 
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of the aging process may change as an adult ages (Kite et al., 2005; McTavish, 
1971).  Although no known research has been conducted on the match between 
the age of a therapist when working with an older adult client, research on racial 
match between counselors and clients may provide some clues as to the 
importance of demographic differences on the therapeutic relationship more 
generally.  The majority of literature in this area suggests that clients may prefer 
to work with counselors of the same race early on in treatment (Shin et al., 2005).  
Thus, it is also possible that older adults may prefer to work with counselors who 
are closer to their own age when treatment begins.  Younger adults, who may 
perceive this type of preference in an older adult client to be a barrier to treatment, 
may choose to work with senior clients less often.  Additional research examining 
differences in counselor perceptions of older adult clients between younger 
counselors and older counselors is likely needed in order to determine the impact 
that age is likely to have on attitudes toward older adults and interest in working 
with this population. 
Second, the majority of the current sample was European American and 
heterosexual.  Counseling trainees from minority groups, such as gay, lesbian or 
bisexual individuals, or individuals from other ethnic or cultural backgrounds who 
were not adequately represented in the present analysis, may have different views 
on older adults, however.  For example, individuals from Asian cultures have 
been shown to hold more positive views of aging in comparison with individuals 
from Western countries (Lockenhoff et al. 2010).  It is possible that Asian 
American counselors may have more positive attitudes toward older adults in 
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comparison with European American counselors.  Future research with counselors 
from diverse groups is needed in order to determine whether or not the current 
findings are generalizable to counselors from a variety of cultural backgrounds. 
Finally, the current sample of counseling trainees included graduate 
students from a variety of programs.  It is possible that some specific disciplines 
within the field of counseling may have more contact with older adults in 
comparison with others.  For example, the majority of research on trainee 
attitudes toward older adult clients has been conducted with social work students, 
with very little research being conducted on other students within the field of 
counseling (e.g. Mason & Sanders, 2004).  Additionally, students in fields such as 
Marriage and Family Therapy may be more likely to encounter older adult clients 
as a part of their work within family systems.  More research is needed to 
determine whether or not type of graduate program plays a role in counseling 
trainees’ attitudes toward older adults or interest in working with this population. 
Contribution to the Literature 
This study contributes to the literature, as it is one of the first large scale 
surveys of attitudes toward older adults and interest in working with this 
population in a group of counseling trainees from across the United States.  It is 
likely that increasing the numbers of mental health workers who specialize in 
working with older adults will become quite salient in the future, as the baby 
boomer cohort moves into older adulthood (Hartman-Stein & Potkanowicz, 
2003).  Additionally, the use of a complex statistical analysis like structural 
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equation modeling is an important addition to the literature in this area which has 
previously used less complex statistical techniques. 
The field of mental health will soon need to evaluate the growing 
discrepancy between the need for clinicians who are competent and comfortable 
in working with older adult clients and the demand for services for these 
individuals.  Thus, the current research study provides a much needed starting 
point for evaluating the underlying reasons why the older adult age group has 
been largely ignored in the past in professional training in psychology (e.g., 
Qualls et al., 2002).  This study also provides some evidence for possible ways in 
which the field can increase the numbers of clinicians who work with older adult 
clients. 
The current research study additionally contributes to the literature in that 
it examined several exploratory relationships with attitudes toward older adults 
and interest in working with this population.  Some constructs, such as empathy, 
multicultural competence and UDO, were found not to be significantly linked 
with the outcomes variables of interest in this study.  These non-significant 
relationships suggest that we may need to reevaluate the ways in which these 
constructs are measured when considering older adults.  It is possible that the 
measurement of multicultural competence and UDO may in the future need to 
further address issues directly related to comfort with age differences.  This study 
underscores the fact that additional research is needed in order to continue to 
build upon our knowledge of the ways in which we can work toward changing the 
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existing stereotypes and negative attitudes toward aging in mental health 
professionals in the future. 
The most important contribution of this research is that it reaffirms the 
importance of increasing contact with the older adult population in order to 
increase positive attitudes toward seniors and future interest in working with this 
population.  Training programs in counseling should strongly consider adding 
additional contact with older adults as an important component of training, in 
order to produce students who are able to meet the demands of the changing 
population.  Increasing the amount of contact with older adults could be done in a 
number of ways, such as bringing in older adult guest speakers, covering more 
issues related to the older adult population in courses, or increasing practicum or 
internship opportunities to work directly with senior clients. 
This study provides a good starting point for additional research on 
counseling trainees’ attitudes toward older adults and interest in working with the 
older adult population.  Much more literature is needed in this area, however, in 
order to aid training programs in increasing the numbers of mental health 
professionals going into the field who are competent and interested in working 
with this age group.  The results of the current study suggest that training 
programs can begin this process by increasing students’ opportunities to interact 
with and learn about working with older adults. 
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Table 1. Percentage of Students Reporting Total Number of Therapy Clients by  
Year of Study (n = 240) 
 Total Number of Therapy Clients 
Year of 
Study 
0-20 20-50 50-100 100-500 500 or 
More 
First 23.75 2.08 2.50 1.25 0.00 
Second 23.75 4.17 2.92 1.25 0.42 
Third 7.08 5.83 2.08 1.25 0.42 
Fourth 2.08 1.67 2.92 2.08 0.42 
Fifth or 
Beyond 
0.83 4.17 2.50 4.17 0.42 
  Note. 26 Participants did not report this information. 
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Table 2. Percentage of Students Reporting Total Number of Hours of Individual Therapy by 
 Year of Study (n = 242) 
 Total Number of Hours of Individual Therapy 
Year of Study 0-20 20-50 50-100 100-500 500 or More 
First 21.90 1.65 2.48 2.07 1.65 
Second 13.64 3.72 3.72 8.26 2.48 
Third 2.89 0.83 2.89 9.09 1.65 
Fourth 0.00 0.41 0.41 4.55 3.31 
Fifth or Beyond 0.41 0.00 0.00 4.13 7.85 
Note. 24 Participants did not report this information
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Table 3. Highest Level of Parental Education (Percent of Sample) 
Highest Level Completed Mother Father 
No schooling 0.4 0.4 
Less than 8
th
 grade 0.8 3.8 
Some high school 1.5 3.0 
High school graduate/equivalent 24.8 16.2 
Some college 13.5 13.2 
Associate’s degree 11.5 7.1 
Bachelor’s degree 21.1 26.7 
Master’s degree 20.3 15.8 
Professional degree 1.9 6.4 
Doctorate degree 3.8 6.4 
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Table 4. Income Level (Percent of Sample) 
 
Income Student Income Parental Income 
< $15,000 35.0 3.4 
$15,001 to $24,999 14.7 5.3 
$25,000 to $49,999 20.3 14.7 
$50,000 to $99,999 23.7 34.6 
$100,000 to $149,999 4.1 16.9 
$150,000 to $199,999 0.8 8.3 
$200,000 to $249,999 0.0 3.0 
$250,000 or more 0.8 7.9 
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Table 5. Means and Standard Deviations for Study Measures. 
 
Variable M SD Skewness Kurtosis n 
ASDF 3.31 0.75 -0.28 -0.30 266 
ASDM 3.68 0.76 -0.41 0.06 266 
FSA 1.60 0.33 0.34 -0.50 266 
OP 2.42 0.48 0.00 -0.50 266 
Contact Parcel 1 3.41 0.67 -0.04 -0.57 266 
Contact Parcel 2 3.04 0.60 0.05 -0.31 266 
Contact Parcel 3 3.05 0.72 -0.05 -0.33 266 
Contact Parcel 4 3.40 0.67 -0.28 -0.38 266 
Interest 4.43 1.53 -0.31 -0.54 254 
Empathic 
Concern 
3.21 0.52 -0.65 0.18 253 
Fantasy 2.67 0.73 -0.38 -0.25 253 
Perspective 
Taking 
3.01 0.50 -0.65 0.18 253 
Personal 
Distress 
1.26 0.67 0.28 -0.48 253 
Act 4.08 0.54 -0.26 -0.34 252 
Care 5.16 0.59 -0.42 -0.37 252 
Know 5.77 0.36 -2.22 6.43 252 
Comfort with 
Differences 
4.37 0.64 -1.21 1.21 266 
Realistic 
Appreciation 
4.32 0.89 -0.34 0.20 266 
Diversity of 
Contact 
4.83 0.70 -0.69 1.12 266 
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Table 6. Contact Item Descriptions (Percent of Sample) 
 
Item Positive Neutral Negative Never 
1. How often have you had a long talk with an older adult? 86.5 10.9 1.9 0.4 
2. How often have you had a brief conversation with an older 
adult? 
84.6 13.9 1.1 0.0 
3. How often have you eaten a meal with an older adult? 79.7 16.9 2.3 0.4 
5. How often have older adults discussed their lives or problems 
with you? 
65.0 23.3 8.6 3.0 
6. How often have you discussed your life or problems with an 
older adult person? 
66.5 15.8 3.4 13.5 
7. How often have you tried to help older adults with their 
problems? 
63.5 21.8 3.8 10.9 
8. How often have older adults tried to help you with your 
problems? 
65.0 15.0 4.5 15.0 
9. How often have you worked with an older adult client, student, 
or patient on the job? 
50.0 14.7 3.0 32.2 
10. How often have you worked with an older adult co-worker? 55.6 16.9 4.5 22.2 
11. How often has an older adult visited you in your home? 68.0 7.1 2.6 22.2 




Table 7. Item Parcels for the Contact Measure 
 
Parcel 1 Parcel 2 Parcel 3 Parcel 4 
Item  Item β Item β Item β 
1 0.78*** 19 0.77*** 5 0.76*** 13 0.74*** 
6 0.71*** 18 0.71*** 15 0.71*** 3 0.74*** 
2 0.67*** 7 0.67*** 8 0.66*** 12 0.63*** 
9 0.39*** 4 0.39*** 10  0.48*** 11 0.57*** 
16 0.27*** 20 0.14** 17 0.12* 14 0.07 
 
       
Cronbach’s 
Alpha 
.64  .67  .69  .72 
*p < .05; ** p < .01; *** p < .001  
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Table 8. Correlations for Analysis Variables 
 
Variable 1 2 3 4 5 6 7 8 9 10 
1. ASDF 1          
2. ASDM .65*** 1         
3. FSA  .40*** .35*** 1        
4. OP .36*** .35** .67*** 1       






1      






.76*** 1     
7. Contact Parcel 
3 
-.18** -.20** -.39** -
.42*** 
.78*** .77*** 1    

















.45*** .45*** .42*** .30*** 1  




.18** .25*** .21** .14* .20*** 1 
11. Fantasy .00 -.07 -.07 -.01 .04 -.02 .06 .06 -.08 .22** 





13. Persp. Taking -.01 .10 -.12 -.21** .09 .09 .06 .11 .05 .38*** 




.20** .24*** .23*** .16* .15* .28*** 
15. Care -.11 .02 -.26** -.28** .10 .10 .08 .05 .03 .19** 
16. Know -.01 .00 -
.29*** 
-.28** .08 .12 .10 .05 .10 .30*** 
17. Div. of 
Contact 
-.08 -.04 -.17** -.17** .23*** .19** .27*** .15* .20** .04 
18. Real. Appr. -.04 -.00 -.17** -
.25*** 
.08 .10 .14* .14* .14* .15* 






.17** .16** .14* .11 .09 .06 
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Table 8, continued 
Variable 11 12 13 14 15 16 17 18 19 
11. Fantasy 1         
12. Personal Dist. .17** 1        
13. Persp. Taking .15* -.20** 1       
14. Act -.04 -.29*** .20** 1      
15. Care .05 -.24*** .28*** .34*** 1     
16. Know .03 -.21*** .27*** .32*** .34*** 1    
17. Div. of Contact .09 -.15* .17** .28*** .15* .13* 1   
18. Real. Appr. .18** .13* -.11 .25*** .08 .28** .30*** 1  
19. Com. with Diff. -.03 -.28*** .15* .25*** .23*** .08 .19** .10 1 
* p < .05; **p < .01; *** p < .001. 
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Table 9. Model Fit Statistics and Nested Model Comparison 
Model χ 2 P TLI CFI RMSEA Nested Comparison p 
Full Model χ 2(140) = 270.14 < .001 .89 .92 .06 χ 2(1) = 25.95 < .001 
Modified Model χ 2(139) = 244.19 < .001 .91 .94 .05   
 
 125 
Table 10. Standardized Path Estimates for the Full Model 
 
Path    
UDO  Empathy  0.78*** 
Empathy  Multicultural Competence  1.05** 
UDO  Multicultural Competence  -0.14 
Empathy  Attitudes  -1.13 
UDO  Attitudes  0.19 
Multicultural Competence  Attitudes  -0.51 
Contact  Attitudes  0.39*** 
Empathy  Interest  -0.41* 
Attitudes  Interest  -0.56*** 
Contact  Interest  0.20* 
UDO  Interest  0.29 
*p < .05; ** p < .01; *** p < .001. 
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Table 11. Standardized Estimates of Indicators of Latent Constructs for the Full Model 
 
Latent Variable Indicator  
Contact Parcel 1  .87*** 
 Parcel 2  .87*** 
 Parcel 3  .89*** 
 Parcel 4  .76*** 
UDO Realistic Appreciation  .45*** 
 Diversity of Contact  .51*** 
 Comfort with Differences  .39*** 
Empathy Fantasy  .10 
 Empathic Concern  .46*** 
 Perspective Taking  .47*** 
 Personal Distress  -.44*** 
(table continues) 
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Table 11, continued 
Latent Variable Indicator  
Multicultural Competence Care  .57*** 
 Know  .58*** 
 Act  .58*** 
Attitudes Fraboni Scale of Ageism  -.84*** 
 Aging Semantic Differential Male  -.38*** 
 Aging Semantic Differential Female  -.43*** 
 Old Persons  -.81*** 
*p < .05; ** p < .01; *** p < .001. 
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Table 12. Modification Indices for Correlated Error Terms for Sample with 
Complete Data (n = 252) 
Covariance between Errors for   
Variable 1 Variable 2 M.I. Parameter Change 
Personal Distress  Empathic Concern 17.26 0.08 
Personal Distress  Fantasy 14.88 0.11 
Empathic Concern Perspective 
Taking 
11.40 0.05 
Fantasy Empathic Concern 9.69 0.07 


















ASDM 4.84 0.29 
Empathy  ASDM 4.04 0.34 
Contact  Personal Distress 4.03 -0.82 
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Table 14. Standardized Path Estimates for the Modified Model 
 
Path    
UDO  Empathy  0.63** 
Empathy  Multicultural Competence  0.58** 
UDO  Multicultural Competence  0.32 
Empathy  Attitudes  -0.35 
UDO  Attitudes  -0.13 
Multicultural Competence  Attitudes  0.05 
Contact  Attitudes  0.36*** 
Empathy  Interest  -0.20 
Attitudes  Interest  -0.49*** 
Contact  Interest  0.26** 
UDO  Interest  0.07 
*p < .05; ** p < .01; *** p < .001. 
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Table 15. Modified Model Standardized Estimates of Indicators of Latent Constructs 
 
Latent Variable Indicator  
Contact Parcel 1  .87*** 
 Parcel 2  .87*** 
 Parcel 3  .89*** 
 Parcel 4  .76*** 
UDO Realistic Appreciation  .43*** 
 Diversity of Contact  .49*** 
 Comfort with Differences  .40*** 
Empathy Fantasy  .10 
 Empathic Concern  .61*** 
 Perspective Taking  .50*** 
 Personal Distress  -.54*** 
Multicultural Competence Care  .55* 
 Know  .57* 
 Act  .61* 
Attitudes Fraboni Scale of Ageism  -.84*** 
 Aging Semantic Differential Male  -.34*** 
 Aging Semantic Differential Female  -.38*** 
 Old Persons  -.81*** 









2. Age ____ 
 




____ Other (Please specify: _________________________) 
 
4. Your Ethnicity/Race (Check all that apply): 
____ African American/Black (not Hispanic) 
____ American Indian or Alaskan Native 
____ Asian American or Pacific Islander 
____ European American/White (not Hispanic) 
____ Hispanic/Latino 
____ Other (Please specify: _________________________) 
 
5. What is your Annual Household Income? 
____ Under $15,000 
____ $15,001 to $24,999 
____ $25,000 to $49,999 
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____ $50,000 to $99,999 
____ $100,000 to $149,999 
____ $150,000 to $199,999 
____ $200,000 to $249,999 
____ $250,000 or more 
 
6. How would you identify your social class? 
____ Working Class 
____ Lower Middle Class 
____ Upper Middle Class 
____ Upper Class 
 
7. What is your parents’ Annual Household Income? 
____ Under $15,000 
____ $15,001 to $24,999 
____ $25,000 to $49,999 
____ $50,000 to $99,999 
____ $100,000 to $149,999 
____ $150,000 to $199,999 
____ $200,000 to $249,999 
____ $250,000 or more 
 
8. How would you identify your parents’ social class? 
____ Working Class 
____ Lower Middle Class 
____ Upper Middle Class 
____ Upper Class 
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9. What is your mother’s highest level of education? 
___ No schooling completed 
___ Less than 8
th
 grade 
___ Some high school (No diploma) 
___ High school graduate or equivalent 
___ Some college 
___ Associate’s degree (AA, AS) 
___ Bachelor’s degree (BA, BS, AB) 
___ Master’s degree (MA, MS, M.Ed.) 
___ Professional degree (MD, DDS, DVM) 
___ Doctorate degree (Ph.D., Ed.D.) 
 
10. What is your father’s highest level of education? 
___ No schooling completed 
___ Less than 8
th
 grade 
___ Some high school (No diploma) 
___ High school graduate or equivalent 
___ Some college 
___ Associate’s degree (AA, AS) 
___ Bachelor’s degree (BA, BS, AB) 
___ Master’s degree (MA, MS, M.Ed.) 
___ Professional degree (MD, DDS, DVM) 
___ Doctorate degree (Ph.D., Ed.D) 
 





















 or beyond 
 
13. Number of months you have conducted counseling or therapy with individual clients: 
___________ 
 
14. Total number of hours of individual therapy that you have provided: ____________ 
 
15. Average number of clients per month: ______________ 
 
16. Total number of clients you have worked with to the present: ______________ 
 
17. Training setting(s) that you have worked in (Check all that apply):  
_____ College Counseling Center 
_____ Community Mental Health Agency 
_____ Private Hospital 
_____ State Hospital 
_____ Veterans Administration Hospital 
_____ Other Setting 
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Appendix B 
Additional items for the Semantic Differential Aging Scale 
1. Which of the following most closely describes the living situation of the “typical” older 
adult that you imagined: 
 
Hospitalized   Assisted Living   Living independently 
 
2. For the older adult that you imagined, how able was this person to care for themselves 
by doing things like bathing, dressing themselves, walking, toileting, and feeding? 
 
Quite unable to care self  Needs some assistance Very able 
      in self-care   to care for self 
         
 
3. How able was the older adult you imagined to complete activities like using the 
telephone, shopping by themselves, preparing their own food, taking care of their own 
home, doing laundry, driving, taking medications, and handling finances? 
 
Not able to complete these  Needs some assistance Able to complete alone 




Modified CDP Scale 
Used and modified with the author’s permission 
 
 
Please place a number to the left of each statement indicating your answer to each 
question. Use a number from 1 to 5 to indicate the following: 1 = never; 2 = once 
or twice; 3 = a few times; 4 = often; 5 = very often or respond with positive, 
neutral, or negative when prompted. 
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1. Please respond with number 4 now:   1 2 3 4 
 
2. Please respond with the number 3 now:  1 2 3 4 
 
3. Please respond with the number 1 now: 1 2 3 4 
 




Table E1. Percentage of Sample Reporting Daily Living Activities (Bathing, Walking, 
Toileting, Feeding) of Imagined “Typical” Older Adult by Participant Ethnicity and Gender 
(n = 266) 
 Perception of Imagined Older Adult’s Ability 














Ethnicity     
 African American 15.79 84.21 0.00 
 American Indian 0.00 0.00 100.00 
 Asian American 0.00 50.00 50.00 
 European American 3.62 40.72 55.66 
 Hispanic 30.00 70.00 0.00 
 Other 8.33 25.00 66.67 
Gender     
 Male 7.14 35.71 57.14 
 Female 2.94 38.24 58.82 
 Transgender 0.00 0.00 0.00 
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Table E2. Percentage of Sample Reporting Instrumental Activities of Daily Living 
(Telephone, Cooking, Driving, Shopping, Medications, Finances) of Imagined “Typical” 
Older Adult by Participant Ethnicity and Gender (n = 266) 
 
 Perception of Imagined Older Adult’s Ability to 














Ethnicity     
 African American 5.26 26.32 68.42 
 American Indian 0.00 0.00 100.00 
 Asian American 0.00 50.00 50.00 
 European American 0.45 58.63 40.90 
 Hispanic 20.00 30.00 50.00 
 Other 0.00 38.46 61.53 
Gender     
 Male 3.57 35.71 60.71 
 Female 1.26 55.88 42.86 
 Transgender 0.00 0.00 0.00 
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Table E3. Percentage of Sample Reporting Living Situation of Imagined “Typical” Older 
Adult by Ethnicity and Gender (n = 266) 
 
 









Ethnicity     
 African American 0.00 15.79 84.21 
 American Indian 0.00 0.00 100.00 
 Asian American 0.00 0.00 100.00 
 European American 1.36 19.91 78.28 
 Hispanic 0.00 40.00 60.00 
 Other 0.00 23.08 76.92 
Gender     
 Male 0.00 10.71 89.29 
 Female 1.27 20.59 78.15 
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